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Both posttraumatic stress disorder (PTSD) and substance use disorders (SUD) are 
ongoing public health crises.  Dissociative experiences are core processes within both of these 
conditions (van der Kolk & van der Hart, 1989; Briere & Runtz, 1987; Schafer et al., 2010).  
Dissociation, which involves the compartmentalization of psychic experience, also exerts a 
significant influence over psychotherapies that aimto address both PTSD and SUD (Davidson & 
Foa, 1991; Spitzer, Barnow, Freyberger, & Grabe, 2007).  However, dissociation is a wide 
concept that encompasses several perceptual, cognitive, affective, memory, and self-state 
processes (Bernstein & Putnam, 1986; Briere, Weathers, & Runtz, 2005).  Through separate self-
reports and projective measures that operationalize dissociation in distinct ways, this study 
investigated the quality and intensity of dissociative experiences in a sample of treatment-
seeking individuals with comorbid PTSD and SUD.  Additionally, this dissertation explored 
whether these measures of dissociation had significa t relationships with treatment outcome.  
Results:  Cross-sectional correlation analysis identified convergence between certain measures 
of dissociation, but not others.  Within hierarchical regression analysis, specific subscales of 
dissociation demonstrated discrepant relationships w th response-to-treatment variables. 
Altogether, this study further evidenced the multidimensional nature of dissociative processes 
and, subsequently, the value of multi-method assessm nt.  In addition, separate types of 
 v 
dissociation appeared to differentially influence trea ment, indicating a pathway through which 
to improve customization of treatment planning.  
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CHAPTER 1: INTRODUCTION 
Overview of the Study 
Posttraumatic stress disorder (PTSD) and substance use disorders (SUD) are significant 
threats to the overall population.  According to epid miological studies, 61% of men and 51% of 
women are at some point exposed to traumatic events, with lifetime prevalence rates for PTSD 
range from 13% to 36% (Breslau, Davis, Andreski, & Peterson, 1991; Kilpatrick, Saunders, 
Veronen, Best, & Von, 1987; Norris, 1992; Resnick, Kilpatrick, Dansky, Saunders., & Best, 
1993; Kessler, Berglund, Demler, Jin, Merikangas & Walters, 2005; Kessler, Sonnega, Bromet, 
Hughes, & Nelson, 1995).  SUDs occur for approximately 10 to 14.6% of individuals (Compton, 
Thomas, Stinson, & Grant, 2007; Kessler et al., 2005).  In addition to their high presence within 
the population, PTSD and SUD demonstrate relationships in the rates of their occurrence.  The 
prevalence of comorbid PTSD and SUD can be examined by studying the frequency of SUDs 
among those presenting with PTSD, or conversely, the frequency of PTSD in those displaying 
SUD.  Lifetime prevalence of SUD range from 22% to 43% for persons with PTSD compared to 
8% to 25% for those without (Kessler et al., 1995; Breslau et al., 1991; Breslau, Davis, Peterson, 
& Schultz, 1997).  Clinical PTSD populations experience even higher rates of SUD, including 
75% of combat veterans (Jacobsen, Southwick, & Kosten, 2001: Schafer & Najavits, 2007).  In 
samples of individuals with SUDs, lifetime PTSD ranges from 14 to 60% (Brady, Dansky, Back, 
Foa, & Carroll, 2001; Donovan, Padin-Rivera, & Kowali , 2001; Najavits, Weiss, & Shaw, 
1997; Triffleman, 2003; Mills, Lynskey, Teesson, Ross, & Darke, 2005; Reynolds Mezey, 
Chapman, Wheeler, Drummond, & Baldacchino, 2005) while current PTSD occurs between 8 to 
41% (Reynolds Mezey, Chapman, Wheeler, Drummond, & Baldacchino, 2005; Clark, Masson, 




van den Brink, 2004; Read, Brown, & Kahler, 2004; Dragan & Lis-Turlejska, 2007).  In studies 
of individuals receiving treatment for a SUD, the pr valence of lifetime PTSD was reported to be 
as high as 80% and the prevalence of current PTSD was measured at between 30-59% (Brady, 
Killeen, Saladen, Dansky, & Becker, 1994; Dansky, Saladin, Brady, Kilpatrick, & Resnick, 
1995; Fullilove, Fullilove, Smith, Winkler, Michael, Panzer, & Wallace, 1993; Hien & Scheier, 
1996; Miller, Downs, & Testa, 1993).  Through both approaches, research illustrates that these 
disorders co-occur with significant overlap. 
Comorbid PTSD and SUD is associated with increased impairment and severity of 
symptoms, including higher rates of other axis I and II disorders, increased psychosocial and 
medical problems, more frequent inpatient admissions, elevated rates of relapse, and more 
extreme levels of use (Breslau et al., 1997; Najavits et al., 1998; Back et al., 2000).  
Additionally, individuals with PTSD and SUD tend to suffer from more severe levels of PTSD 
symptoms, particularly within the avoidance and arousal symptom clusters (Saladin, Brady, 
Dansky, & Kilpatrick, 1995). Dual diagnosis patients demonstrate considerably higher long-term 
consequences due to heightened mortality, increased risk of suicidal and violent behaviors, and 
overall poorer adaptation and functioning (Swartz, Swanson, Hiday, Borum, Wagner, & Burns, 
1998: Somer et al., 2010).  Individuals with PTSD and SUD also display consistently worse 
outcomes, less adherence to treatment, and increased use of clinical services (Brown, Stout, & 
Gannon-Rowley, 1998; Mills, Lynskey, Teesson, Ross & Darke 2005; Brown, Read, & Kahler, 
2003; Harned, Najavits, & Weiss, 2006). 
Multiple pathways exist in the development of comorbid PTSD and SUD.  Documenting 
one course to comorbidity, research evidences that substance use predisposes one to traumatic 




posttraumatic development of SUD.  One explanation of this trajectory is the self-medication 
hypothesis wherein drugs and alcohol are consumed in order to regulate symptoms (Krystal, 
1978, 1995; Khantzian, 2003; Khantzian & Albanese, 2008; Brown & Wolfe, 1994; Jacobsen, 
Southwick & Kosten, 2001; Roesler & Dafler, 1993).  Evidence demonstrating that PTSD 
symptoms trigger cravings as well as that substance d alcohol withdrawal exacerbates PTSD-
related distress, particularly arousal symptoms, frames the cyclical, mutual-reinforcing 
entanglement of these two disorders (Chilcoat & Breslau, 1998; Jacobsen, Southwick & Kosten, 
2001).   
 In further examining the overlap and interaction between PTSD and SUD, dissociation 
represents both a core feature of each disorder as well as a way to understand a comorbid link 
between the two conditions.  Dissociation can occur during the trauma itself as well as the 
development and continuation of PTSD that emerges aft rwards (van der Kolk & van der Hart, 
1989; van der Kolk, 1996; van der Kolk, van der Hart, & Marmar, 1996; van der Hart et al., 
2006).  Following a disruption of the individual’s capacity to integrate thinking, feeling, 
memory, and bodily experiences, posttraumatic dissoc ati n is a profound scar revealing 
fragmentation within the individual’s sense of integrity and continuity (Bromberg, 2003).  
Dissociation functions as a coping mechanism that aims to organize and contain psychic 
experience through the compartmentalization of anxiety-provoking memories, affects, and self 
experiences (Counts, 1990).  By keeping fearful internal states out of consciousness, the 
individual attempts to preserve as sense of continuity at the cost of impaired information 
processing and symbolization (Kluft, 1985; van der Kolk et al., 1996; Bromberg, 1994). 
Within substance abuse, dissociation, particularly of affect, can be both a vulnerability 




misuse.  The theory of chemical dissociation contends that substance use creates an experience 
of dissociation that brings about sought after psychological and physiological experiences while 
suppressing other internal states and memories (Briere & Runtz, 1987; Roesler & Dafler, 1993; 
Hussey & Singer, 1993).  Such substance-induced dissociation may occur especially in 
traumatized individuals wherein use can function as a preferred, actionable pathway to blur and 
mute affective states while also seeming to obscure gaps in continuity and memory post-trauma 
(Burton, 2005; Langeland et al., 2002).   Furthermore, evidence demonstrates that dissociative 
symptoms can increase the use of substances (Ross, Kr nson, Koensgen, Barkman, Clark, & 
Rockman, 1992).  That dissociation can occur due to substance use as well as fuel substance use 
in the aftermath of trauma represents a vicious cycle of entangled PTSD and SUD.  Enabling 
ways to contain distressful internal states and to ward off intrusive re-experiencing symptoms, 
dissociation represents a linking coping mechanism between comorbid posttraumatic stress 
reactions and substance abuse (Roesler & Dafler, 1993; Singer et al., 1989).  In addition to the 
attempts at stabilization and adaptation, dissociative experiences have negative impacts on 
psychotherapy as they interfere with the individual’s capacity for emotional processing and 
learning (Ebner-Priemer et al., 2009; Ogden, 1985; 1989). 
Broadly defined, dissociation is a breakdown of integration within internal states (van der 
Kolk et al., 1996; Howell, 2005; Bernstein & Putnam, 1986).  This fragmentation of 
consciousness can lead to multiple areas of disturbance across affects, memories, perception, 
interpersonal functioning, body image, cognitions, identity, and self-organization (Putnam, 
1989b; Spitzer et al., 2007).  Dissociation can be viewed as a multidimensional construct that 
occurs on a spectrum of experience spanning from intermittent occurrences to defensive affect 




Frawley, 1994; Briere, Weathers, & Runtz, 2005; Holmes et al., 2005).  The common aspect 
across dissociative experiences of amnesia, depersonalization, derealization, affective numbing, 
and identity splits is the compartmentalization of subjective experience.  Utilizing Winnicott’s 
(1971) ideas of potential space, dissociation can also be observed as a breakdown in the capacity 
to tolerate interaction among psychological dialectics (e.g. fantasy-reality, internal-external, me-
not me, self-other, symbol-symbolized).  Such a form f dissociation leads to disruptions in play, 
creativity, symbolization, and intersubjectivity (Ogden, 1985; 1989).   
The nature of dissociation as a multidimensional set of xperiences involving impaired 
integration calls for multiple lenses in trying to understand the impact of dissociation on 
functioning.  Different measures can serve to examine dissociation on a continuum from normal 
to pathological as well as to assess the taxonomic presence of certain symptoms. Many 
instruments rely on individual self-reports of experiences that reflect dissociative behaviors, 
affects, and conscious self-perceptions (Bernstein & Putnam, 1986; Briere, 2002).  The Reality 
Fantasy Scale (RFS; Tibon, Handelzalts, & Weinberger, 2005) assesses dissociation via how the 
individual constructs meaning on the Rorschach, which tasks the individual with finding and 
creating responses from ambiguous visual elements (Smith, 1990).  Capturing dissociation as an 
in vivo process as opposed to retrospective self-reports offers an alternative, implicit approach to 
identifying dissociative vulnerabilities.  Such a process-based, psychodynamic approach allows 
not just for measurement and examination of psychopathology (e.g. the breakdown of potential 
space) but also a marker for psychological health, defined as noticeable and flexible use of 
perceptual and ideational material concurrently.  Active, flexible utilization of potential space is 




being able to successfully engage in psychotherapy (Winnicott, 1971; Ogden, 1994; Summers, 
2005).   
  Study Aims 
 
Considering the links between PTSD and SUD as well as the impediments to processing 
and symbolization that occur due to trauma and substance use, the different qualities of 
dissociation that occur for comorbid PTSD-SUD merit fur her research.  Following a 
multidimensional conceptualization of dissociation, multiple lenses are needed to differentiate 
their separate intensities and impacts on individual functioning.  Additionally, examining the role 
of distinct dissociative processes within treatment has the potential to advance understanding into 
how certain types of disintegration influence an individual’s preparedness for and response to 
certain interventions.  Better understanding of the factors that influence therapeutic change will 
help address gaps in treatment response for a vulnerable population and may support increased 
effectiveness in customized treatment planning.  Furthermore, applying a process-based 
psychoanalytic assessment of dissociation as a complement to the individual’s conscious 
awareness of behavioral, cognitive, memory, and affective symptoms of dissociation via self-
report has the potential to bridge understanding of intrapsychic processes of symbolization with 
behavioral and cognitive patterns.  As such, areas of convergence and divergence should be 




CHAPTER 2: REVIEW OF THE LITERATURE 
This project is positioned as a response to the existing body of literature on the 
intersection and interaction of PTSD, SUD, dissociation, and psychotherapy.  Within the 
literature, an overview of dissociation will first be pursued in order to illuminate the distinct 
theories and processes that fall under the umbrella of dissociation.  Second, the presence of 
dissociation in trauma and substance abuse will be examined in considering dissociative 
processes as linking mechanisms when the conditions c -occur.  Next, treatment of comorbid 
PTSD-SUD will be reviewed along with the contributions of dissociation upon psychotherapy.  
Relatedly, how an individual utilizes potential space will be evaluated in order to establish the 
influence it exerts upon therapeutic interventions.  Conversely, dissociative impairments will be 
discussed to illustrate their negative implications.  Following this, distinct measures of 
dissociation will be investigated in order to differentiate the separate instruments at the study’s 
disposal.  Lastly, aims will be presented along with hypotheses under examination.  The methods 
of the study will be provided in the following chapter. 
Theories of Dissociation 
Dissociation is a developmentally sensitive process used as a form of self-hypnosis in 
order to escape an overwhelming stressor (Counts, 1990; Terr, 1991). Dissociation can be 
adaptive and maladaptive, verb and noun, as well as cau e and effect (Spiegel, 1990, 
Tarnoplosky, 2003).  Within specific moments, it can have a defensive function used to keep 
certain mental events from consciousness, especially p inful affects and memories, as well as to 
down-regulate psychological and physiological stres following the emergence of anxiety-
provoking situations or internal states (Putnam, 1989b; Briere, Scott, & Weathers, 2005).  




outcome such as a structural change, particularly in regards to trauma (Howell, 2005). 
Dissociation can be both peritraumatic (during) andposttraumatic (afterwards) (Marmar et al., 
1994; Saxe, Geary, Hall, & Kaplow, 2008).  The concept of dissociation thus represents a wide 
set of symptoms and disruptions that share a theme of impaired integration within the mind 
(Cardena, 1994: Spitzer et al., 2007; Putnam, 1997).  Considering the broad spectrums of 
dissociative processes and functions, an analysis of the ry is necessary to deconstruct 
dissociation.   
Janet first wrote about dissociation in 1889, believing that a split existed in the mind of 
traumatized individuals that evidenced conversion symptoms (van der Hart & Friedman, 1989; 
Counts, 1990).  He believed that such a schism occurred when the intensity of an event inundated 
the individual and had to be broken off from consciousness.  Initial thinking conceptualized 
dissociation as an abnormal, discontinuous phenomenn that was only experienced by a certain 
group of people based on a combination of innate biolog cal factors and traumatic histories 
(Ellenberger 1970).  This diathesis-stress model theorized that dissociated ideas were 
posttraumatic deficits and symptoms that had to the pot ntial to become fixed but, if powerful 
enough, were eventually split off from one’s personality.   
Many other eminent figures associated with the initial development of modern 
psychiatry, such as James, Prince, and Rush in North America, and Charcot and Freud in Europe, 
examined this phenomenon and its impact and role within the human experience (Putnam, 
1989b).  As a whole, the field of psychology has presented various conceptualizations of 
dissociation.  In reviewing these multiple perspectives, the need to measure and examine 
dissociation as a multi-layered phenomenon that occurs symptomatically, structurally, and 




Early Psychoanalytic Conceptualizations 
During his ongoing development of psychoanalytic theory, Sigmund Freud examined and 
utilized concepts consistent with current definitions of dissociation.  Anna O’s symptoms were 
described as having two separate, vacillating state of consciousness that possessed different 
moods and behavioral styles, implying the presence of dissociative splits (Breuer, 1893).  Her 
suffering of reminiscences via hysterical symptoms also captured the presence of traumatic 
memories being cut off from consciousness as well as hypnoid processes of conversion.  Soon 
thereafter, Freud (1894) discussed the presence of splitting in the psyche.  His initial use of 
repression was conceptualized as a vertical split in consciousness as opposed to the horizontal 
split it became once he developed the topographical model (Eagle, 2000; Davies, 1996).  Much 
later, Freud (1938a) returned to writing about the presence of vertical splits in the ego wherein 
separate competing ideas about external reality were k pt separate.  Such a defense represented 
not a repression of id content but a cognitive compartmentalization of multiple perspectives.  
Freud (1938b) also discussed splitting within the ego as a result of conflicts between instinctual 
demands and external reality.  The differentiation of repression as related to forbidden impulses 
and dissociation as splitting of consciousness was an ongoing process throughout his career 
(Brenner, 2001; Whitmer, 2001). 
 Sandor Ferenczi’s work focused on the impact of trauma, particularly childhood sexual 
abuse (Howell, 2005).  Ferenczi (1932) contemplated th  relationship between trauma and 
dissociation, stressing the interaction between a child’s subjective experience of trauma in 
juxtaposition to relational dynamics within the family (Aron & Frankel, 1994).  Sexual abuse 
was viewed as creating an experience of disorder between affection and sexuality as the child’s 




to Ferenczi, sexuality became intertwined with power dynamics of victim and victimizer.  The 
entrapment of seduction, the role of silence and denial by the perpetrator, and the reversal of 
affection into aggression combine to create an atmosphere of confusion that hinders the child’s 
capacity to give voice to feelings of shame, rage, and violation (Rachman, 1989).  In this context, 
dissociation serves as a means of emotional numbing wherein the mind could detach from the 
aggression that has been suffered.  Identification with the aggressor as proposed by Ferenczi 
(1932), wherein the “bad” object is taken into the c ild’s mind instead of being located in the 
environment, represents a process of developing dissociated self-states.  Aiming to protect the 
child from the dangerous reality while preserving the good representations of the abuser, the 
child is left with a self that is identified with te aggressor and another that has experienced the 
distress of the trauma.  Dissociation as splitting of self and object representations also allows the 
child to separate feelings of pain from experiences of mastery through the opportunity to turn 
passive into active (Frankel, 2002). 
Identification with the aggressor as dissociative process also occurs in non-sexual, 
abusive and neglectful caretaking.  Fairbairn (1952) described how children’s overriding need 
for their parent creates a dilemma with the lived rality of relational trauma.  The alternatives of 
isolation and abandonment are avoided by a child’s internalizing the badness of the parent into 
the self so that the illusion of a good parental object can be maintained.  Such internalization of 
the bad parent is a defensive attempt at controlling the threatening object.  Paradoxically, the 
abusive object maintains a power over the individual’s object relational world, undermining 
healthy growth by maintaining an attachment to the abuser as well as through reenactments of 
the trauma via other abusive relationships.  The ego is left at the mercy of an internal persecutor 




Furthermore, since the badness lies within, the child is vulnerable to shame.  Again, this splitting 
apart of bad aspects of the caretaker in order to peserve a good image of the internal object is a 
form of dissociation (Fairbairn, 1952).  This splitting aims to protect the idealized representation 
of the mother and to defend against the shameful sense of badness that exists via the 
identification with the abusive or neglectful caretker. 
These early psychoanalytic conceptualizations of dissociative experience established 
ideas that have been built upon and expanded as the field of psychology has matured.  To review, 
dissociation’s function as a coping mechanism that seeks to organize psychic experience 
supports examination of how cognitive and affective processing is altered following fearful lived 
events.  Identifying the potential for the individual’s compartmentalization of overwhelming 
memories and affects sets the foundation for links between dissociation and trauma.  The 
splitting of the ego and object representations as a reaction to discordant attachment experiences 
are forerunners of relational theories into dissociative self-states and multiplicity.  The evolution 
of these ideas will be expanded in upcoming sections. 
Information-Processing Models 
 Dissociation as a cognitive process generally refers to three distinct phenomenon (van der 
Hart, van der Kolk, & Boon, 1996).  Primary dissociation occurs when sensory and emotional 
elements are not integrated into memory.  This level fractionates conscious access to certain 
aspects of the event.  Secondary dissociation is more severe and involves experiences of 
depersonalization and derealization.  This level of dissociation often occurs during the trauma 
and allows the person to take a spectator stance to the verwhelming event.  Tertiary dissociation 
represents the development of distinct cognitive state  that possess their own affective and 




These three separate types of dissociation suggest a hierarchy for what the individual can tolerate 
and what the mind does in order to protect itself from increasing levels of anxiety. 
Within this model, dissociation represents a set of cognitive processes that organize 
experience via the temporary or permanent separation of mental structures, content, and 
processes (van der Kolk et al., 1996).  When exposed to sufficient anxiety that produces 
disorganization, the individual seeks to reestablish p ychic equanimity (Counts, 1990).  In order 
to do so, some aspects of the overwhelming experience may become omitted or disconnected.  If 
relief from anxiety is achieved from such a process, the new pattern may be maintained, 
repeated, and generalized.  Over time, ongoing dissociation works as an avoidant script that 
inhibits and restricts attention in order to deal with trauma-related intrusions as well as to prevent 
stressful life experiences.  This alteration in information processing functions to reduce one’s 
anxiety while reinforcing the stimulus barrier against perceived threats (Kluft, 1985).  The state-
change that occurs when dissociation is in process leads to a lack of integration amongst certain 
combinations of thought, feeling, affect, and verbal memory.  Over time, this state-change can 
become more permanent, never allowing the conscious experience of dissociative events.  As a 
result, dissociation interferes with social and self understanding as well as the tolerance of affect 
(Armstrong, 2002).   
 Driving dissociative breakdowns in integration is a pathological fear structure (Foa & 
Hearst-Ikeda, 1996).  Schauer and Elbert (2010) propose evolutionary-acquired stages of 
traumatic fear responses that escalate across freeze-flight-fight-fright-flag-faint based on the 
perceived level of threat.  In order to survive, overwhelming danger provokes immobility, pain 
tolerance, and switches in consciousness, self-monitoring, and behavior outside the normal 




freeze, fright, flag, and faint stages (Simeon, Guralnik, Knutelska, Yehuda, & Schmeidler, 2003).   
A pathological fear structure develops when the processes of shutdown in integrating sensation, 
emotion, cognition and narrative memory become repetitive, conditioned, and detached from 
contextual cues (Bolles & Fanselow, 1980; Schauer & Elbert, 2010).  If defining trauma as an 
impingement that crosses one’s tolerance level for anxiety, dissociation can be induced in a 
variety of settings based upon the situation and the individual.  Dissociation can occur for the 
infant that can no longer stand frustration while it can also occur for the adult that has 
experienced a physical attack.  When an individual’s developmentally acquired ego resources are 
not enough to contain and organize experience, the compartmentalization of mental events via 
dissociation provides a pathway to achieve a sense of tabilization and to reduce anxiety.    
Influenced by the intensity of the fear reaction induced during the initial insult, the 
individual experiencing after-event stress is prone to repeat the stages whenever the fear network 
is activated (Schauer & Elbert, 2010).  Traumatic memories exist with information about 
dangerous stimuli, one’s reactions, and its meaning to the individual.  When this structure 
becomes intense and persistent, excessive response elem nts of avoidance and hyperarousal 
emerge, particularly when fear is unrealistic and misattuned to stimuli.  The individual becomes 
stuck through repetition of specific cognitive and affective fear responses and rigidly may seek 
protection via dissociation from the anxiety associated with and generalized from the traumatic 
memory (Davidson & Foa, 1991).  From this perspectiv , dissociation is a narrowing of 
attention, information processing, and self-monitoring that compartmentalizes overwhelming 
internal states and reduces overstimulation perceived as dangerous.  Elaborating upon this idea, 
Foa, Steketee, and Rothbaum (1989) conceptualize PTSD as a syndrome of impaired information 




prevent the activation of traumatic structures eventually becomes a problematic system in 
overcoming the consequences of trauma by keeping the lived experience unprocessed and 
distorted.  As such conceived, dissociation and the phobic structures it conceals serve to underlie 
the persistence of PTSD. 
Models of restricted information processing reflect the narrowing of attention to lived 
experience, affects, and memories within dissociation and its repetitive overutilization in order to 
contain traumatic experience.  Avoiding distressful internal states becomes entrenched as it 
allows relief from fear but continuously must be re-applied in order to restrict conscious 
awareness.  As the processing of lived experience, both past and present, becomes more 
constricted and compartmentalized and a new stabiliz tion dependent upon dissociation results, 
changes in coherence and cohesiveness within one’s identity can occur (Steele & van der Hart, 
2009, van der Hart, Nijenhuis, & Steel, 2006).  When the individual becomes confined into 
certain modes of self and other experience that vacillate depending upon the activation of fear 
structures, social cues and feedback become misinterpre d through the prism of trauma.  These 
impairments in information processing set the stage for impingements on relational and 
attachment systems that inevitably result in altered interpersonal functioning and changes in self 
organization. 
Contemporary Relational Theories  
Relational theories consider dissociation that occurs interpersonally as fragmentation and 
oscillation in self and other experience.  Such dissociation disrupts relationships both internal 
and external (Bromberg, 1998).  Dissociated self-state  become divided leading to separate 
constellations of motivations, agency, and sensitivities.  As these organizations of self experience 




1997).  Constancy becomes challenged as the individual vacillates across separate cognitive, 
affective, and intersubjective positions, creating a  active field for projective identification and 
enactment.   
 Relational dissociation is built on an idea of normative multiple selves that become 
integrated coherently over the course of development rather than a unitary, singular self (Hilgard, 
1977, 1994; Bromberg 1994, 2003).  Sullivan (1953) initially proposed a concept of the self that 
is organized around dissociative gaps.  Within this paradigm, the self is not considered united 
following birth.  Through maturation, multiple self-states evolve and attain a feeling of unity 
within the individual that links together the discontinuous parts rather than merge into a single 
construct (James, 1891; Bromberg, 1994).  Within this view, the human mind is a complex 
system of shifting states of consciousness that develop from the multiplicity of one’s interactions 
with others.  Each state structure has its own dominant affect, perceptual realities, range of 
primary memories, and style of interpersonal relating (Bromberg, 1994).  Potential space 
facilitates the coexistence of and communication betwe n different self-states (LaMothe, 2005).  
Additionally, certain self-states tend to be activated based on interpersonal contexts and internal 
dynamics (Stern, 1997, 2003).  
Relational models view dissociation as a universal experience within a system of multiple 
selves.  Consequently, dissociation is an adaptive rocess that occurs on a continuum for all 
humans, ranging from normative to pathological across daydreaming to amnesia and dissociative 
identity disorder (Bromberg, 1994).  Within this perspective, the capacity to dissociate is seen as 
essential to the stability and growth of personality.  Ultimately, dissociative self-states are not 
purely representative of fragmentation, but also an adaptation against it.  Such theories of 




and affect, a hierarchical control that manages interactions between substructures and functions 
to keep consciousness feeling seamless, as well as an executive ego that monitors and controls 
structures and their maturation.  
Dissociative self-states can play a role in the aftrmath of trauma, providing a solution to 
the confusion when incompatible affects and perceptions exceed the ego’s capacity for 
processing (Bromberg, 1994, 2003).  Within relational trauma, dissociation is an adaptation to 
experiencing incompatible modes of relating to the same object at the same time (Bromberg, 
2001a).  The individual can be overwhelmed by the simultaneous experience of fear and security.  
The splitting of certain contrasting self-states represents a hypnoid capacity in service of 
preserving the integrity of the self and protecting against depersonalization (Bromberg, 1994; 
Bromberg, 2003).  The automatic isolation between self-states gives personal identity a 
subjective sense of consistency.  When one mode is activated, the other contrasting state is not 
accessible to consciousness, producing a false subjctive experience of continuity.  However, 
increasing dissociation reduces perception to a narrow band in the here-and-now, hindering 
connectivity with the past as well as other affective and cognitive processes in the present.  The 
traumatized individual can become haunted by the ghosts of dissociated self-states that are 
inaccessible when the person is not in that mode of consciousness.  Chronic and cumulative 
abuse results in a breakdown of interaction between s lf-states, fueling a dissociative gap that 
results in vacillation between segregated constellations of self and other.   
Inherent to the dissociation of self-states is a process of shifting back and forth.  Such 
oscillation in relational experience occurs in the int rest of self-protection and outside of 
conscious awareness (Pearlman & Courtois, 2005).  Brenner (2001) contends that there is an 




individual does not necessarily perceive it depending upon the depth of the dissociative schism.  
Levine (1990) believes that the oscillation is indicat ve of a conflict between a neurotic part and 
a more impulsive, primitive part within the individual’s psyche.   
Davies and Frawley (1994) view this back and forth as the ego’s splitting off of mutually 
exclusive, alternating states that are constellations of self and object representations.  Trauma 
that exceeds an individual’s capacity for tolerance and integration tends to bind separate self-
states together via alternating patterns while at the same time dividing them via lack of constancy 
and connectivity.  In a way, trauma becomes an axis in which different states of internalized 
representations of self and other are rotated in and out of consciousness, depending upon the 
context of the here-and-now.  Within this paradigm, dissociative self-states are both defensive 
and structural.  By disowning unacceptable mental content to a part of psyche that is considered 
the bad, toxic container, the individual achieves a sense of cohesion through division.  When 
certain split states are not activated, the person is protected from the affective experiences of 
anxiety, shame, and guilt that are embedded in the dissociated constellation of self-states.  
However, the vacillation between dissociated self-state  means they can quickly become 
activated, leading to seemingly abrupt shifts in mood and behavior for the outside observer.  The 
different ego capacities that exist within each state, with their own range of associated affects, 
cognitions, physiology, and memories, seem to reflect s parate life histories (Davies & Frawley, 
1994).  Such separate presentations of the ego support why individuals with chronic trauma 
histories display such a wide range of symptoms.   
Dissociative self-states have significant impact on interpersonal functioning (Whitmer, 
2001).  Within the various modes of consciousness, the individual seeks to elicit a corresponding 




unconsciously seeks to allow the experience of not k wing to continue, particularly in the 
context of a trauma history, the other is enlisted to react in specific ways that will give stability 
and validity to the individual’s self-concept.  This interactive pursuit helps to create the illusion 
of being understood.  Ultimately, depending upon another to recognize the individual’s sense of 
self creates an ongoing vulnerability.  Furthermore, th  need for specific relational responses in 
the here-and-now gives power to the other over the traumatized individual.  Such dependency 
can fuel a dramatic interpersonal style that compulsive y demands acknowledgement from the 
other in service of self awareness.  
As previously stated, vacillating self-states impact interpersonal functioning via 
projective identification and enactment (Howell, 2005).  These processes are the interpersonal 
language of dissociative states.  When an individual has limited access to self experience or 
certain states become intolerable internally, projectiv  identification and enactment allow certain 
aspects of self to be located in an object.  Projectiv  identification occurs due to the unconscious 
motivation of a dissociated self-state that is seeking to be felt and represented (Howell, 2005).  
By locating an unformulated part of the self in theother while occupying a distinct self-state 
consciously, multiple aspects of the individual canbe in contact while still disintegrated.  Such a 
view posits projective identification as both proof f dissociated, multiple self-states and as a 
process of dissociative projection. 
Within enactment, certain states exist as unsymbolized self content that is persistently 
banished from the individual’s coherent sense of self (Stern, 2003, 2004).  This dissociated 
experience repetitively breaks through in certain co texts and is re-created with an object.  
Repetition of the past defends against the risk of unknown threat while also seeking an illusory 




the known impingement instead of the uncertain vulnerability.  Conceptualized this way, 
enactment is a form of control against ambiguity.   
 Attachment theory provides another framework to sptlight the relational development 
and function of dissociation (Blizard, 2003; Liotti, 1999, 2009; Lyons-Ruth 1999; Lyons-Ruth & 
Jacobvitz, 1999).  Internal working models of relationships (IWMs) are procedural models of 
interpersonal patterns with specific systems of behavior, expectations, and understandings.  
IWMs create the blueprints for how an individual conducts himself with others and distinct 
IWMs are built up over time within multiple attachment relationships.  When the links between 
these structures are impaired, the quality of interpersonal behavior, reactivity, and thinking 
become increasingly dependent upon the activated IWM.  Dissociation occurs when these 
procedural, dyadic IWMs become disconnected.  Enactmen  as a dissociative process can be 
considered the activation of unconscious, implicit procedural knowledge of being with a specific 
attachment object (Lyons-Ruth, 1999).  Attachment theory perspectives on dissociation can also 
be linked with relational psychoanalytic ideas (Liotti, 1999; Blizard, 2003).  Analogizing IWMs 
with self-states, dissociation can be viewed similarly s the segregation of internal structures that 
lead to vacillation in interpersonal functioning.   
 Dissociation can also be viewed through the lens of fragmented reflective capacities.  
Viewing mentalization as a specific form of internaliz tion that creates self-organizing 
capacities, impairments to this ability create vulnerabilities for segregation and discontinuity.  
The individual with impaired mentalization is hindered in achieving internal continuity, 
potentially leading to vacillations in how one experiences the self and others.  Consequently, the 
individual experiences impingements in being able to find self in the other as well as being able 




development of such impaired mentalization (Fonagy et al., 1995; Fonagy, Gergely, Jurist, & 
Target, 2002).  This paradigm of dissociation as frgmented self reflection possesses links with 
disorganized attachment and early trauma (Blizard, 2003; Fonagy, 2001).  Additionally, 
impediments in mentalizing share ideas with conceptualizations of dissociation as deficit in use 
of and access to potential space. 
Dissociation as Breakdown of Potential Space 
 As mentioned earlier, potential space facilitates interrelatedness and interaction between 
separate, paradoxical self-states (LaMothe, 2005).  As a concept, potential space encapsulates 
significant developmental capacities, including the capacity to play, the area of transitional 
objects and phenomena, the analytic space, the area of cultural experience, and the area of 
creativity (Winnicott, 1971).  Consequently, it is a core theoretical concept touching upon a 
variety of maturational experiences and achievements.  However, such breadth has been 
criticized for creating an obscure and nonspecific term that authors have applied to many 
separate processes (Westen, 2002).  As a result, this dissertation aims to help delineate the 
construct of potential space and its link to various realms of psychic experience as well as to 
clarify how the concept can be measured and applied within research. 
Winnicott (1953, 1954, 1967, 1971) developed the concept of potential space to represent 
the interaction between intrapsychic and external re lity which develops within a recognizing 
and containing child-caregiver dyad and emerges out of the capacity to be alone and the 
differentiation of me and not-me experience (Tuber, 2008).  As frustration and delay challenge 
the illusion of omnipotent merger, development pushes t e infant forward from union with the 
caregiver towards the establishment of the capacity for a psychological dialectic of oneness and 




functions as an intermediate area of experience where psychological interactions can develop and 
be maintained.  As such, potential space is an achievement of and location for self-development 
as well as a process where opposites are in dynamic tension, simultaneously and continually 
creating and negating each other (Ogden, 1989).  This new arena comes to possess dual qualities 
for the infant that bridge me and not-me, inner andouter, subjective object and objective object, 
object relatedness and privacy, fantasy and reality, s well as unconscious and conscious (Ogden 
1985, 1989; Tuber, 2008).  As opposing ideas are able to co-exist for the infant, a space for 
playing with ideas, thoughts, and feelings is created that maintains the dynamic interchange 
amongst psychological dialectics. 
 Similarly dialectic, transitional objects and phenomena become possible following the 
development of potential space.  Initially, the transitional object, at the same time the infant and 
not the infant, becomes a bridging symbol for mutual separateness and oneness (Ogden, 1985).  
The object becomes catchected with special meaning that allows for the representation of the 
wished-for object (Jemstedt, 2000).  It is neither solely an external object nor a hallucinatory 
experience; the infant creates something that is both inner and outer reality, manufacturing a 
building block for developing internalized representations.  Furthermore, transitional phenomena 
support the consolidation of agency and bolster the infant’s experience of mastery and control 
(LaMothe, 2005).  Engaging both libidinal and aggressive impulses (another layer of dialectical 
forces), the infant can omnipotently create and then d stroy the transitional object through 
participation in potential space.  Nonetheless, the real object remains, confronting the infant with 
the limits of his power.  Individuation and attachment are dually serviced as the infant learns to 




Capacities for subjectivity, symbolization, and intersubjectivity develop as the child 
moves from the transitional object as replacement for caregiver to symbol for caregiver (Ogden, 
1985; Tuber, 2008; Newirth, 1996; LaMothe, 2005).  Originally, the inevitable frustrations 
between caregiver and infant engender longing that fuels the use of potential space to symbolize 
the wished-for object.  Differentiation between thesymbol and symbolized emerge within 
potential space.  Being able to distinguish between th  two is representative of being able to 
discriminate one’s thought from that which one is thinking about, representing a developmental 
achievement of occupying an observing stance that can simultaneously and separately hold 
symbol and symbolized in mind (Ogden, 1985).  As the field of experience becomes more 
heterogeneous, the infant continually seeks increased organization through symbolic use of 
potential space.  The differentiation of symbol, symbolized, and observing self are the foundation 
on which inner and outer life can interact and create subjectivity.  With these separate relational 
paradigms, potential space becomes an intersubjective arena where two minds, particularly 
primary caregiver and child, can interact.  As potential space evolves, the subject world of self 
and other overlaps (Pizer, 1992).  
Over time, potential space becomes an area of psychic experience where the mind 
interacts with and takes in cultural experience, including art, creativity, religion, ideals, and 
taboos (Winnicott 1953, 1967).  The capacity to play is a foundation for creativity (Winnicott, 
1971; Jemstedt, 2000).  The individual begins with being able to create the desired object but is 
able to extend this capacity to other elements of wish and desire.  Ultimately, an individual that 
is able to utilize potential space is able to take part in life in an increasingly imaginative and 
inventive way.  As a result, aspects of potential sp ce, particularly the capacity for play and 




attachment, agency, and vitality.  Altogether, multiple aspects and components of potential space 
are theorized.  It is both a process and a developmental achievement that facilitates processes of 
intrapsychic interaction as well as intersubjective mutuality and thirdness.   
Breakdown in potential space signifies a form of dissociation wherein the permeability 
and interactions between dialectics become rigid and segregated (Ogden, 1985; 1989).  This 
conceptualization of dissociation incorporates consideration of how the individual creates 
thought and symbols as well as the degree to which certain ideas and fantasy are available to 
consciousness or split off.  Bion (1957) described the phenomenon of losing dialectical processes 
as a failure to integrate thoughts and feelings in a manner that connect internal and external 
reality.  The collapse of potential space deprives th  individual of an intermediate realm to link 
psychological opposites and ambivalence, leaving the individual to vacillate between contrasting 
states rather than having them mutually interacting a d overlapping (Ogden, 1985).  Left isolated 
from one another, they cannot inform each other.  As a result, the capacity to create meaning out 
of experience is limited and the promise of play is inhibited.  The greater and more rigid the 
divide left in the breakdown of potential space, th more the individual becomes vulnerable to a 
dissociative gap that is both intrapsychic and intersubjective. 
Trauma represents a specific threat to the individual’s capacity to utilize potential space.  
As an external event out of the individual’s control, traumatic experiences exist in the mind as 
real sources of threat and are resistant to constructive symbolization (Fonagy & Target, 1998; 
Wigren, 1996).  Trauma engenders a regressive simplification wherein dialectical tension is lost 
along with its associated complexity and richness.  Potential space can collapse into a fixed 
perception of reality that becomes replayed through hyperarousal, re-experiencing, and 




impingement on the self, a fear of repeated violatin, as well as attempts to deny and disavow the 
event (Gentile, 2006).  Furthermore, defenses such as splitting of the self and identification 
involve loss of relationality as self and other roles become rigid (Wigren, 1996).  Such collapses 
in time sense, dialectical dynamics, and intersubjectivity represent breakdowns in capacities for 
mental play, symbolization, and vitality.   
In this traumatic wake, the capacity for play is degraded and ideational imagery and 
interpersonal events become distorted and confused (Wigren, 1996; Ogden, 1985; LaMothe, 
2005).  The potential for “as-if” thinking, reflection, and creativity is reduced (Bromberg, 1993, 
1995).  Imagination can become foreclosed, leaving the individual mired in the literal and the 
concrete of their trauma (Wigren, 1996).  Consequently, the unsymbolized and unprocessed 
experiences of the trauma resist entering the realm of potential space for symbolization.  As the 
associative net becomes corrupted with traumatic fear and reactivity, symbols no longer maintain 
the same potential for flexibility and fantasy.  Instead, the symbolic is confused as the actual and 
vice versa.  
 As a developmental achievement, use of potential space is an elementary process for the 
advancement of selfhood, play, creativity, agency, individuation, attachment, and 
intersubjectivity (LaMothe, 2005).  A core feature of this psychical domain is allowing for 
interaction between psychological dialectics and the overlap of subjectivities between self and 
other (Ogden, 1985; LaMothe, 2005). Traumatic events represent significant threats to the 
person’s ongoing maintenance and use of potential space. With decreased access to the 
intermediate area of experience for me and not-me, self and other, as well as reality and fantasy, 
the individual becomes deprived of full capacities for meaning-making, relationality, and psychic 




process-based conceptualization of dissociation (Ogden, 1985; 1989).  Within this paradigm, 
potential space has been damaged by trauma.  
The Intersection of Trauma, Substance Abuse and Dissociation 
Dissociation and Trauma 
Early psychoanalytic, information-processing, relational, and potential space 
conceptualizations of dissociation all share perspectiv s on trauma having an integral role in its 
development and function.  How exactly trauma comes to take on this pervasive centrality 
deserves investigation.  Acute, traumatic stress is experienced when the individual does not have 
the internal resources to cope with an outside threa  and external forces (e.g. objects, institutions) 
do not provide adequate protection.  Trauma also posesses a dissonance with pre-existing 
schemata of the world that holds the potential to disrupt the mind’s capacity for organization, 
information processing, and interrelatedness.  
During peritraumatic dissociation, memory is not encoded into verbal, narrative forms 
(Bromberg, 2001b).  Instead, the experience is taken in as somatosensory data that is 
disorganizing, undermines reflection, and poses a threa  to personal integrity.  Dissociation 
becomes a solution to the terror of dissolution of the self as well as to contain experience that 
resists symbolization and reflection (Bromberg, 1994).  The interruption and unlinking of certain 
memories, affects, and self-states aim to protect the individual’s sense of continuity and to 
achieve reorganization following traumatic infringem nt (Counts, 1990; Putnam, 1992, 1997).  
This defense enables the person to cope both during and after the event.  Through fragmentation, 
dissociation paradoxically preserves the individual’s im for unity and integration.  Incompatible 
states of consciousness and mental functioning are segregated and accessible only in 




while also interfering with processing of the event via overinterpreting current stimuli as 
reminders, generalizing hyperarousal, and avoiding opportunities for new learning and 
processing (van der Kolk et al., 1996). Dissociation can become automatic and rigidly applied to 
other distressful situations, particularly those that are perceived to resemble the initial insult (van 
der Kolk et al., 1996).  As voluntary control dissipates, dissociation becomes pathological 
(Howell, 2005).  This consequence of trauma occurs on a spectrum spanning from intermittent 
occurrences to chronic dissociative states (Bernstein & Putnam, 1986). 
Trauma and dissociation appear to have a mutually entangled relationship.  Trauma can 
give birth to dissociation while this defensive mechanism enables the traumatic experiences to 
continue affecting the person well after the event.  As such, dissociation operates as a 
fundamental experience within posttraumatic stress actions.  Likewise, its presence underlies 
the persistence of PTSD (Foa & Hearst-Ikeda, 1996).  It fuels avoidance as well as occurs during 
re-experiencing and intrusive symptoms (e.g. nightmares, recollections, flashbacks) wherein the 
dissociated structure remerges and distorts the individual’s interaction with the here and now, 
collapsing past into present.  Dissociation also sets the stage for hyperarousal and vigilance.  
These states hover at low-levels to prevent the unexpected from reoccurring.  The traumatized 
individual on alert for another violation remains haunted by the dissociated trauma that remains 
unprocessed.  Without increased organization, the dissociated experience continues to emerge 
through enactments and projective identification.   
Structural dissociation theory aims to elaborate on information-processing ideas and link 
them with concepts of personality following the impact of trauma (Steele & van der Hart, 2009; 
van der Hart et al., 2006).  This model involves the abstraction of two distinct systems of 




play, and reproduction while the defense mode involves survival-related aims of fight and flight, 
freezing, and submission.  These separate goal-directed organizations involve particular innate, 
psychobiological tendencies that are difficult to engage simultaneously.  Trauma is theorized as 
leading to a fragmentation of cohesion between the action and defense systems, which promotes 
biphasic alternations.  The severity of structural dissociation between action and defense systems 
that results occurs on a continuum and, as impingement from the environment increases, the 
separation of personality parts becomes more pronounced and rigid.  This psychic divide occurs 
in order to keep the intolerable, distressed aspect of the defense system from interfering in the 
action domain.   
Dissociation and Substance Abuse 
 As in trauma, dissociation also can be conceptualized as a core feature of substance 
abuse.  Internally, substance abuse can function to reduce aversive and negative emotions, to 
enhance positive affects, to reduce access to certain thinking and memory states, and to augment 
social connection.  All of these individual functions involve dissociative processes wherein some 
aspect of one’s internal world is either reduced or magnified, from the splitting off of affect, 
thought, and memory to the fragmentation of certain relational states of self and object 
representations.  As such, one paradigm of substance buse views the act as creating an 
experience of dissociation that creates and inhibits specific internal states (Briere & Runtz, 1987; 
Roesler & Dafler, 1993; Hussey & Singer, 1993).  This view represents an extension of other 
substance abuse theories that focus on the drug’s fnction in regulating and defending against 
specific affects (Khantzian, 1985, 2003; Khantzian & Albanese, 2008; Wurmser, 1977, 1978; 




 The relationship between dissociation and substance buse has various interactions and 
consequences.  When dissociation is associated with substance abuse, more severe clinical 
problems tend to be present (Evren, Sar, Evren, & Daldubak, 2008; Tamar-Gurol, Sar, Karadag, 
Evren, & Karagoz, 2008).  Different substances may be related to different processes of 
dissociation, particularly along lines of drug effects.  Alcohol leading to blackout can be a 
viewed as flight from consciousness (Keane, Geraldi, Lyons & Wolfe, 1988).  Marijuana use can 
produce sensations of derealization and memory loss (Blum, 1984).  Cocaine has mood-elevating 
action that bypasses negative affects while opiates mute and inhibit feelings (Somer & Avni, 
2003).  Opiates can also be considered as anxiety and p in reducing, particularly relevant for 
posttraumatic fears.  In ways, chemical dissociation produces internal state changes that are 
similar to various psychological forms of dissociation.  
Chemical dissociation can be viewed as a repetitive, situational, and functional event with 
a primary motivation of psychic reorganization.  The drug acts as the initiator of a desired 
process of dissociation.  Absence of dissociation in self-reports by active users has been argued 
as supportive of chemical dissociation as opposed to psychological dissociation (Briere & Runtz, 
1987; Roesler & Dafler, 1993; Somer, Altus, & Ginzburg, 2010).  The substance of choice 
performs as a prosthesis that is utilized when dissoc ation is sought.  The immediacy and general 
dependability of drug effect so long as enough is consumed can be more reliable when 
psychological defense mechanisms are experienced as inefficient or not enough ego resources 
are available to maintain their activation (Hussey & Singer, 1993).  Additionally, relational 
dissociation can also be achieved via substance abuse wherein the self vacillates between the 




 Inconsistent evidence exists showing relationships between intensity of dissociative 
symptoms and intensity and chronicity of drug use as well as drug of choice (Schafer et al., 
2007; Somer et al., 2010; Wenzel, Bernstein, Handelsman, Rinaldi, Ruggiero, & Higgins, 1996).  
Some studies display lower levels of dissociation in alcohol alone compared to drug use and 
combined alcohol and drug use (Langeland, Draijer, & van den Brink, 2002; Schafer et al. 2007) 
while other studies show high rates of dissociation across substances (Wenzel et al., 1996).  Such 
inconsistency can potentially be explained through the consideration of multiple pathways 
linking dissociation and substance abuse (Somer et al., 2010).  One trajectory occurs when 
substance abuse predates dissociation.  Long-term use builds over time into an addiction to the 
dissociative process (Wenzel et al., 1996).  Conversely, dissociation can predate substance use 
(Kessler et al., 1995; Tamar-Gurol et al., 2008: Somer et al., 2010).  This latter trajectory is 
viewed as the individual turning to an external agent in the drug because psychological coping 
has been or becomes insufficient.  Evidence revealing increases in dissociation post-detox 
suggests that the individual must reactivate a less-efficient psychological form of dissociation in 
the absence of the chemically altered state, signaling  preferred hierarchy of external coping 
before internal (Somer & Avni, 2003). 
A corollary of dissociation predating substance abuse exists in the aftermath of trauma.  
A variety of research indicates trauma predating substance abuse in patients that exhibit 
dissociative processes (Dunn, Ryan, Paolo, & Van Fleet, 1995; Zlotnick, Shea, Recupero, 
Bidadi, Pearlstein, & Brown, 1997).  In this context, drug use is not solely about finding an 
external agent to achieve chemical dissociation but a motivated action to organize and contain 
posttraumatic experience.  Drug use can be functional when a rapid and efficient relief in 




psychological and chemical dissociation are both being pursued, a double dissociation occurs 
that provides the individual with multiple pathways for compartmentalizing internal states.   
Dissociation as Link between Substance Abuse and PTSD 
 A variety of experiences can help to conceptualize links between substance abuse and 
trauma.  For individuals with trauma histories, drug use can help to enhance self-esteem, reduce 
isolation by identification with peer group while simultaneously inhibiting interpersonal 
closeness, serve as a manifestation of self-destructive tendencies, mitigate depression and 
anxiety, and foster avoidance from traumatic memories (Singer, Petchers, & Hussey, 1989; 
Cavaiola & Schiff, 1988; Briere, 1989).  Chemical dissociation as a coping strategy is another 
way to frame the co-occurrence of posttraumatic stres  and substance abuse (Roesler & Dafler, 
1993).  Individuals seeking dissociation through substances may represent a specific subgroup of 
traumatized individuals that cannot psychologically dissociate or to whom substances become a 
preferred pathway to achieve dissociation (Langeland et al., 2002).  For this group, such 
functional use of substances to dissociate dovetails with the concept of self-medication (Krystal, 
1978, 1995; Khantzian & Albanese, 2008; Brown & Wolfe, 2004; Jacobsen, Southwick & 
Kosten, 2001; Roesler & Dafler, 1993).  The drug both enables dissociation as well as combats 
dissociative intrusion and hyperarousal.  The toxic trauma self-state can be denied and more 
preferred self-other constellation can be stabilized.  As such, the drug is utilized as an external 
agent that reinstates a desired sense of control in the wake of overwhelming helplessness.  
Traumatic content spanning affects, memories, and self-states can all be kept unintegrated 
through the ongoing maintenance of drug use.  Repetitive and persistent use becomes necessary 




The presence of dissociative processes as a link between trauma and substance abuse has 
various correlates.  The variable most associated with high dissociation during substance use has 
been shown to be severity of trauma (Somer & Avni, 2003; Schafer et al., 2010).  Chaotic and 
invasive home environments, childhood emotional abuse, and sexual abuse have been related to 
the use of drug as dissociative device (Roesler & Dafler, 1993; Van Den Bosch, Verheul, 
Langeland, & Van Den Brink, 2003; Schafer et al., 2007; Schafer et al., 2010).  Higher levels of 
craving between drug use as well as higher levels of dissociation during abstinence correlate with 
higher levels of dissociation during use (Somer & Avni, 2003).  Additionally, younger age of 
substance abuse onset has been shown to be associated with increased chemical dissociation 
(Schafer et al. 2007; Schafer et al., 2010).  
Still, conflicting evidence exists behind the links between trauma, substance abuse, and 
dissociation (Ross et al., 1992; Langeland et al., 2002; van den Bosch, Verheul, Langeland, & 
van den Brink, 2003).  When factoring out age, sex,ubstance type, and severity of childhood 
traumatic events, the relationship between dissociati n, trauma, and substance use has been 
absent in certain studies (Schafer et al., 2010; van Den Bosch et al., 2003).  Various aspects of 
historical experience seem to be at play when drug use serves a posttraumatic dissociative 
regulatory function.  One particularly relevant factor within the inconsistent results may be not 
capturing the presence of emotional trauma (Schafer et al., 2010).  This perspective supposes that 
emotional impingement is critical to initiate a need for dissociative defenses.   
Another difficulty in clarifying the relationship between dissociation, trauma, and 
substance abuse occurs due to measurement.  Distingu hing between psychological and 
chemical dissociation is difficult on self-reports (van den Bosch et al., 2003).  Similarly, ongoing 




Moreover, use of instruments that do not capture diff rent types of dissociation impedes research 
into the dissociative processes within comorbid posttraumatic stress and substance abuse.  Such 
limitations are the rationale for this study.  Another motivating factor for this proposed research 
involves the gaps that exist within the current treatments of comorbid PTSD and substance 
abuse. 
The Impact Upon Treatment 
Psychotherapy for Posttraumatic Stress and Substance Abuse 
 Given the relationship between PTSD and SUDs, particularly in the realm of dissociation, 
the question arises of whether to treat these conditi s separately or conjointly.  Until recently, 
the psychotherapeutic treatment of comorbid PTSD and SUDs focused initially on substance use, 
deferring focus on the trauma.  However, this approach was vulnerable to the influence of 
posttraumatic symptoms on cravings and relapse (Back, Dansky, Coffey, Saladin, Sonne, & 
Brady, 2000; Saladin, Drobes, Coffey, Dansky, Brady, & Kilpatrick, 2003).  Additionally, 
individuals lacking improvements in PTSD symptoms have exhibited poorer substance use 
outcomes than those having made improvements with their PTSD (Read, Brown, & Kahler, 
2004).  It is now widely recommended to work on both disorders from the start of treatment (K. 
T. Brady, 2001; Najavits, Weiss, & Shaw, 1997; Ouimette, Moos, & Brown, 2003). 
Integrated treatments that address both trauma and substance use aim to combine 
elements of existing psychotherapeutic treatments for the individual disorders (Brady, Back, & 
Coffey, 2004).  Particularly, several conjoint approaches have been created that apply cognitive 
behavioral methods for addressing PTSD symptoms and substance use.  Seeking Safety is a 
manualized treatment aimed at modifying thoughts, behaviors, and interpersonal issues through 




PTSD and Cocaine Dependence (CTPCD) utilizes imaginal a d in vivo exposure therapies 
combined with relapse prevention skills (Back et al., 2001; Brady et al., 2001).  Substance 
Dependence Posttraumatic Stress Therapy utilizes in vivo exposure with psychoeducation and 
coping skills (Triffleman, Carroll, & Kellogg, 1999).  Acceptance and Commitment Therapy 
(ACT) focuses on the role of avoidance as part of the functional relationship between PTSD and 
SUD (Blackledge, 2004; Hayes, Wilson, Gilford, Follette, & Stosahl, 1996).  Initial results of 
conjoint approaches have been promising compared to treatment as usual comparisons (Brady et 
al., 2001; McFall et al., 2005; Hien, Cohen, Miele, Litt, & Capstick, 2004; Read, Brown, & 
Kahler, 2004; Zlotnick, Najavits, Rohsenow, & Johnso , 2003).   
However, some questions and gaps remain to be invest gated. Comparisons of the 
integrated treatment Seeking Safety to SUD-only treatm nt of Relapse Prevention Therapy 
(RPT) have produced conflicting results in terms of treatment response (Najavits, 2007; Hien et 
al., 2004).  While Najavits (2007) has indicated that Seeking Safety produces increased 
improvement in outcomes, results from the Hien et al. (2004) study have shown that gains in 
substance use and PTSD symptoms from the integrated approach were not as longstanding in 
comparison to the cognitive-behavioral focus supplied via relapse-prevention alone.  Future 
research needs to further compare integrated and separat d treatments as well as to contrast 
different integrated treatments with each other.  Research also needs to address small sample 
sizes in to-date investigations of integrated treatments (McGovern, Alterman, Drake & Dauten, 
2009).  Furthermore, combined treatments still experience high dropout rates, ranging from 37 to 
62% (Hien, Cohen, Miele, Litt, & Capstick, 2004; Back, Brady, & Coffey, 2004; McGovern, 
Alterman, Drake, & Dauten, 2009).  These elevated atrition rates leave a large portion of 




as patients still exhibit symptoms of PTSD posttreament (McGovern, Alterman, Drake, & 
Dauten, 2009).  Questions remain about how some individuals achieve certain therapeutic gains 
while others do not. 
 The narrow focus on symptoms to diagnose as well as to ssess treatment response 
represents one specific limitation within previous re earch.  Such an approach lacks attention to 
individual capacities as well as to processes of change that take place within a treatment.  
Research that considers the role of intrapsychic pro esses may be able to examine possible 
factors that mediate treatment response.  How an individual utilizes potential space is one 
relevant domain for exploration given its role within trauma and dissociation.  Potential space 
also has impact on the process of psychotherapy.   
The Role of Potential Space within Psychotherapy 
In examining the process of treatment, potential spce has value in providing concepts to 
consider the individual’s ability for symbolization, possibly particularly useful in imaginal 
exposure, as well the individual’s capacity to enter engagement with the therapist, independent 
of the modality.  The act and course of therapy can be viewed through the lens of potential space 
(Winnicott, 1971; Ogden, 1994; LaMothe, 2008).  Winnicott (1971) sees the ability to utilize 
therapy as related to the capacity to play that emerges within potential space.  Within this 
paradigm, playing is viewed as a pathway for the individual to become immersed in the 
therapeutic relationship and the communication that transpires.  Stated differently, therapy is a 
specialized form of play that occurs between therapist and patient. 
The therapeutic relationship is a particular form of interaction that calls upon aspects of 
potential space to manage complexity and ambiguity within the dyad as well as the client’s 




can be maximally created by the patient within the realities of the specific therapist becomes an 
objective (Summers, 2005).  Treatments that exist only in the repetition of past patterns are 
limited as they do not participate in the realm of p tential space.  Likewise, rigid and unanalyzed 
transference forecloses this intermediate area of experience.  This view privileges the value of 
the therapist helping the patient to take an observing stance towards himself.  Utilizing potential 
space and communicating within it facilitates this goal.  The co-created dynamic where the 
intersubjective and the individual subjective each create and negate each other allow for both 
separateness and togetherness (Ogden, 1994; LaMothe, 2008).  Furthermore, the paradoxical 
interactions of subjectivity and objectivity, subjectivity and intersubjectivity, sameness and 
difference, knowing and unknowing, as well as privacy nd mutuality allow the dyad to play 
together (Pizer, 1992; 1996).  Dialectical tension between two separate individuals with their 
own thoughts, feelings, sensations, identities, and values creates an environment for new thought 
and opportunities for self development through symbolization and reflection (Summers, 2005).  
Ogden (1994) names this particular experience of potential space “the analytic third.” (p. 4) 
The application of potential space to psychotherapy also represents a technical strategy 
that aims to support maturation and reorganization of the self (Summers, 2005).  In trying to 
nurture and maintenance potential space within the dyad, the therapist seeks to facilitate the 
creation of new ideas and symbols through identifying and spotlighting previously arrested 
affective states and interrelatedness (Loewald, 1960; Summers, 2000; 2005).  Elaboration of 
these developing states is supported through the activation of potential space.  Working through 
of defenses initiates increased opportunities for creative, flexible moments wherein reality can 




repetitions aim to open up potential space for the possibility of new manners of relating with and 
experiencing the therapist as object.   
Activating and participating within potential space b tween therapist and patient values 
illusion, ambiguity, and play (Khan, 1973; Pizer, 1996; Charles, 1998).  Treatment can be 
enlivened by tolerance for and use of mystery, fantasy, the unknown, and hypothetical thinking 
wherein the therapeutic relationship can feel alive and in motion (Charles, 1998; Summers, 
2005).  The verbal format of treatment supports thiambiguous construction of meaning while 
allowing for the intersubjective to occur between two individual subjectivities as both members 
of the dyad draw upon their own perceptions, feelings and beliefs.  Metaphor becomes a tool that 
supports play and for bridging the minds of therapist and patient without negating their 
separateness (Pizer, 1996).  Another dialogic tool to stimulate potential space exists within the 
subjunctive mode of language that allows for straddling between what is not and what might be 
(Pizer, 1996).  Lively, wishful exchanges support the patient’s creativity.  Of note, in contrast to 
a therapeutic approach that values potential space, a therapist that assumes an authoritarian 
position and explains the patient to himself too concretely potentially runs the risk of foreclosing 
use of potential space within the treatment.  The corre t interpretation is less relevant than 
promoting a process wherein the patient can take up the therapist’s ideas for consideration and, 
as a result, can create options to symbolize new aspect  of self-experience (Pizer, 1996). 
Consideration of how potential space influences psychotherapy has primarily focused on 
insight- and process-oriented forms of treatment, particularly psychoanalytic psychotherapy and 
psychoanalysis.  As detailed above, such approaches emphasize the role of the treatment 
relationship in examining individual functioning and in therapeutic action.  The degree to which 




Couples therapy has been conceptualized as a process that activates interaction between each 
partner’s use of potential space (Crawley & Grant, 2001).  Additionally, art and drama therapy 
have been viewed as tapping creative components of potential space via the rehearsal of new 
forms of self-experience (Grainger, 2008).  Such an intervention is theorized as generalizing into 
novel behaviors and interactions.  Still, not much has been written about the role of potential 
space within cognitive psychotherapies.  Cautionary reservations have focused on the potential 
limitations of cognitive approaches in accessing creative aspects of individual functioning as 
well as in addressing non-cognitive factors that underlie and perpetuate emotional distress (Pizer, 
1996; Whiting, 2006). 
The reviewed literature on the role of potential space within treatment makes the case for 
examining the concept’s value within the process of psychotherapy as well as an individual’s 
preparedness for treatment.  An individual with limited access to potential space due to 
dissociative processes may not be able to fully enter and benefit from the therapeutic endeavor.  
In considering this possibility, the impact of dissociation upon treatment warrants review.   
Dissociation and Its Influence in Psychotherapy 
Dissociative experiences are theorized as impediments to the treatment of trauma 
(Davidson & Foa, 1991).  Some literature documents dis ociation as not predictive of PTSD 
treatment response (Hagenaars, van Minnen, & Hoogduin, 2010; Speckens, Ehlers, Hackmann, 
& Clark, 2006; Resick, Suvak, Johnides, Mitchell, & Iverson, 2012).  However, much evidence 
illustrates that its presence is a negative predictor for cognitive-behavioral treatments, including 
exposure therapy, as well as for psychodynamic approaches (Michelson, June, Vives, Testa, & 
Marchione, 1998; Rufer et al., 2006; Spitzer et al., 2007; Ebner-Priemer et al., 2009; Lynch, 




and poorer maintenance at follow-up have been shown across these studies.  Dissociative 
symptoms have also been indicated as negative predictors for response to substance abuse 
treatment, including shorter periods of abstinence and earlier treatment termination (Somer, 
2003; Somer & Avni, 2003; Karadag et al., 2005; Sar & Ross, 2006).  Clients with high levels of 
dissociation are considered challenging and difficult to treat due to the complexity and severity 
of their symptoms (Putnam, 1989a).  Furthermore, spcific types of dissociation have been found 
to have interaction effects on response-to-treatmen when paired with certain treatments (Resick 
et al., 2012).  Within this study, individuals with high pretreatment levels of depersonalization 
responded better to integrated treatments that included traumatic re-processing whereas 
participants with low baseline dissociation had improved results when treated with focused 
cognitive-behavioral attempts at modifying current maladaptive beliefs related to previous 
traumas.  Such findings suggest that tailoring treatm nt based on presenting symptoms of 
dissociation can provide increased customized interventions.  
In trying to better understand its relationship to treatment response, various elements of 
dissociation influence psychotherapy.  Because dissoc ative processes entail inhibition and 
fragmentation in cognition, affect, sensation, and narrative memory, emotional processing and 
learning seen as necessary for trauma-treatment are impeded (Ebner-Priemer et al., 2009).  With 
limited capacities to discover new ideas and understanding, the potential for change due to 
therapy becomes constrained.  Additionally, negative emotions routinely stimulated within 
treatment can push for activation of emotional numbing and parasympathetic flight, inhibiting 
essential activation and investment for therapeutic tra tion (Foa & Kozak, 1986).  Dissociation 




cognitive flexibility within sessions, engendering detachment and distraction that make 
treatments less effective.   
Dissociation as breakdown in dialectical tension within potential space also leads to 
restrictions upon therapeutic action.  As psychological dialectics are rigidly kept separate, the 
possibility of constructing new meaning can become constrained.  Most specifically, reality and 
fantasy lack a space to inform each other, hindering the possibility of illuminating unconscious 
conflict and wish (Ogden, 1985; 1989).  Interpretations are impeded as they are experienced 
concretely and resist being used symbolically by the patient (Charles, 1998; Erel-Brodsky, 
2008).  Loss of potential space also impairs access to creative thought and tolerance for 
ambivalence.  Flight from reflection and ambiguity can occur, leaving the therapy stuck in rigid 
ideas and repetitive action.  Splitting and projection become prevalent in the absence of potential 
space (Charles, 1998).  As togetherness and intersubj ctivity with the therapist provoke anxiety 
and avoidant defenses, a lack of potential space can keep the patient at a distance.  And as the 
patient and therapist fail to create interchange lac d with vitality and possibility, the transference 
is at risk of being deadened, as if stuck.  While clearly meaningful for that specific case, such a 
therapeutic situation has become vulnerable to a competition between separate minds rather than 
allowing for shared meaning and elaboration.  Vacill tions in reality and fantasy levels of 
thinking reveal an either-or paradigm as opposed to a b th-and dialectic.   
Dissociative experiences represent impediments to therapeutic change.  However, when 
reprocessing is a goal for treatment, dissociation must be treated for therapeutic progress to 
occur.  As such, dissociation cannot be simply bypassed, but rather must be engaged and 
confronted so that associative, symbolic, and structu al links may become possible.  Reducing 




the re-processing and psychic integration of traumatic experience (van der Kolk, McFarlane & 
van der Hart, 1996; van der Hart et al., 2006; Steele & van der Hart, 2007; Courtois, Ford, & 
Cloitre, 2009).  Individuals that respond to treatment exhibit reductions in dissociation (Lynch et 
al., 2008).  Still, recent research has identified that different levels of dissociation signal the need 
for tailored management techniques (Schauer, & Elbert, 2010; Resick et al., 2012).  Specifically, 
Resick et al. (2012) identified response-to-treatment interactions that reflected the relative 
appropriateness of emotional re-processing approaches in the presence of high dissociation, 
particularly depersonalization.  In addition to supporting the importance of matching treatment 
type to dissociative levels, such a finding also suggested the value of applying multidimensional 
assessment into distinct forms of dissociation.  Furthermore, differentiated influence of 
dissociation upon psychotherapeutic interventions indicated the utility of investigating potential 
interaction effects between pretreatment dissociative processes and other psychotherapies.  Such 
research aims to examine the question of whether the individual can benefit from the therapy 
they are about to receive.   
Considering the crises associated with the prevalence a d persistence of PTSD and SUD 
and their resistance to treatment when comorbid, accur te assessment and monitoring of 
dissociation can supply a significant clinical tool t  illuminate the potential for limitations in 
processing, learning and change.  Given a multidimensional conceptualization of separate 
dissociative processes, research requires differentiation of what types of dissociation are present 
within these disorders and their possible influence on treatment response.  Complementary to 
widely used self-reports that focus on dissociative symptoms within the patient’s conscious 
awareness, the process-based definition of dissociati n s breakdown in potential space provides 




Furthermore, areas of overlap between a psychoanalytic, process-focused assessment of 
dissociation and symptom-focused measures of dissociation may provide bridges between 
internal processes and behavioral patterns.  Taking into account the impact of dissociation on 
psychotherapy as well as the limitations on current treatments of comorbid PTSD and substance 
abuse, a study that compares and contrasts different types of dissociation and their relationship to 
treatment response offers value in trying to better understand the gaps in improvement that exist 
across individuals.  In considering such a study, distinct instruments of dissociation need to be 
identified and evaluated for which perspectives and theories are being utilized and measured. 
Measurement of Dissociation 
 Viewing dissociation as an umbrella term for discrete forms of dissociative experiences, 
measurements that capture multiple types of dissociati n are essential to examine both their 
presence and significance within substance abuse and tr uma.  The most prevalent and expedient 
means to document dissociation are through self-reports.  The Dissociation Experiences Scale 
(DES; Bernstein & Putnam, 1986) is the most widely used self-report measure, providing a 
summed total score that conceptualizes dissociation s a trait and aims to measure the 
individual’s ongoing frequency of dissociation.  Such an instrument is consistent with the view 
that dissociation is a unidimensional state that exists on a dissociative continuum (Bremner, 
Vermetten, Southwick, Krystal & Charney, 1998).  Distinct types of symptoms are viewed as 
manifestations of a single underlying construct (van IJzendoorn & Schuengel, 1996; Bernstein, 
Ellason, Ross & Vanderlinden, 2001).  The DES was developed as a screening tool to assist in 
the identification of patients with dissociative psychopathology.  Analysis of its use has 
evidenced its criterion validity, aligning with criterion for DSM-IV dissociative disorder 




both PTSD and DID through an overall cutoff score (Carlson et al., 1993; Armstrong, 1995; van 
IJzendoorn & Schuengel, 1996).  
However, certain limitations exist when using the DES.  Viewing dissociation as a trait 
has not been supported fully by evidence (Briere, Wathers, & Runtz, 2005).  Furthermore, 
empirical research of a three-dimensional DES model f dissociation based on amnesia, 
absorption and imaginative involvement, and depersonalization and derealization has not been 
found due to a lack of construct validity across studies (Carlson & Putnam, 1993; Van 
IJzendoorn & Schuengel, 1996).  The DES as a research tool is primarily utilized through the 
total score of dissociative processes.  When applied as a single score instrument, the DES does 
not discriminate between different components of dissociation.  Additionally, the lack of 
affective dissociation as a factor represents an additional drawback for the DES.   
The 30-item Multiscale Dissociation Inventory (MDI; Briere, 2002) is a standardized 
questionnaire that conceptualizes dissociation as multidimensional across six domains 
(Disengagement, Depersonalization, Derealization, Memory Disturbance, Emotional 
Constriction, and Identity Dissociation).  These different components of the MDI can be 
combined to describe the individual’s overall profile of dissociation.  Summing to a global score 
is valid only to the extent that symptom type and severity index the same construct whereas 
separate scales allow for measurement and examination of distinct processes.  The MDI allows 
for both as opposed to the DES.  The six separate sc l s based on unique dissociative constructs 
align with a view of dissociation as a multifaceted collection of separate but related dimensions 
as opposed to a unitary trait.  Furthermore, unlike the DES, the MDI is fully standardized and 




Overall, reviews of the literature reveal that the MDI has been much less widely utilized 
in the research of dissociation compared to the DES.  Utilizing both allows the flexibility of 
applying a single variable construct and a multivariate approach.  Comparisons have evidenced 
convergent validity up to 79% wherein MDI subscales of Identity Dissociation, Memory 
Disturbance, Depersonalization, and Derealization predict the DES (Briere, Weathers, & Runtz, 
2005).  Disengagement, and Emotional Constriction have been shown to be measures that do not 
overlap between these two self-reports, suggesting that while high levels of covariance may be 
present, different domains of dissociation are not fully shared across both instruments.   
Still, issues exist with the application of the DES, the MDI, and other self-reports, such as 
the dissociation scale of the Trauma Symptom Inventory (TSI; Briere, Elliot, Harris & Cotman, 
1995).  Considering the Likert scales utilized to assess frequency and severity, cellar effects are 
possible.  Likert scales also possess limitations through the conversion of arbitrary ordinal terms 
into numerical values, thereby presupposing similar sc les as well as being open to personal 
interpretation (Kazdin, 2006).  Additionally, the sparate scales found on the MDI and DES are 
not likely to be completely orthogonal as they both are attempting to measure processes of 
fragmentation and avoidance.  Some questions are also similar.  As a result, intercorrelations are 
expectable within the MDI scales as well as across the different measures.  Furthermore, the high 
face validity of self-reports makes them vulnerable to impression management, exaggeration, 
and minimization (Leavitt & Labott, 1997).  The scales produced are representations of a 
construct of interest, but may not necessarily be an accurate measurement of the individual’s 
underlying experience, or the underlying construct itself (Kazdin, 2006; Bornstein, 2010).  As 
instruments attempting to describe observable phenom a and conscious experience, self-reports 




create and sustain dissociative symptoms.  Given that dissociation involves a 
compartmentalization of psychological experience, th re are risks and limitations in asking a 
subject to consciously recall and specify the degre to which they might be having dissociative 
experiences. 
Projective tests represent a complimentary approach to the examination of dissociation.  
They provide indirect measurement of psychological constructs and are less dependent upon the 
individual’s awareness of dissociative experiences.  Moreover, they are less vulnerable to 
distortion due to social concerns or manipulative tendencies (Leavitt & Labott, 1997).  
Additionally, because projective and self-report measure psychological constructs in separate 
paradigms (i.e. implicit-explicit, indirect-direct, involuntary-voluntary, unconscious-conscious), 
they are likely to assess different aspects of the patient’s functioning and behavior, even if they 
are trying measure the same construct (Bornstein, 2002).  Bornstein (2009) references the 
energy-mass components of light as a metaphor in whch to stress that a process might have 
multiple components that require different forms of measurement.  As such, utilizing both direct 
reporting as well as projective performance in asses ing the same construct provides means in 
which to capture discontinuous aspects of psychological phenomena.       
The Rorschach Inkblot Test is a projective method that stimulates elements of perception, 
attention, and imagination in order to assess multiple ranges of functioning, particularly those 
that operate out of direct awareness.  The Rorschach s been hypothesized as an ideal “trigger” 
to activate dissociated memories and feelings and to support their verbal expression (van der 
Kolk & Ducey, 1989; Armstrong, 2002).  Through abstrac  imagery, it can stimulate 
psychological variables not accessed by self-report instruments while also moderating the 




1997; Luxenberg & Levin, 2004).  The ambiguity of the task pushes the individual to delve into 
one’s internal store of associations that have been avoided through fragmentation of links 
between mental events (Armstrong, 2002).  As the task requires translating perceptual, 
kinesthetic, and emotional cues into verbal narrative, the Rorschach challenges dissociation 
while also provoking it.  As a result, the Rorschach can tap into the individual’s fantasy life, 
affects and mood, cognitive and schematic tendencies, as well as processes for constructing 
meaning.   
Certain coding schemes have been applied to document the Rorschach’s clinical utility 
with dissociative symptoms.  Early attempts to use sp cific determinant types have not held up 
over multiple studies (Wagner & Heise, 1974; Wagner, 1978; Wagner, Allison & Wagner, 1983; 
Labott, Leavitt, Braun, & Sachs, 1992; Leavitt & Labott, 1997).  Recently, by coding for sex, 
blood, and anatomy responses in addition to special s ores of aggression and morbidity via the 
Trauma Content Index (TC/R; Armstrong & Loewenstein, 1990) the Rorschach has been 
identified as a discriminatory tool for highly dissociative patients, mainly those diagnosed with 
dissociative identity disorder (DID).  The TC/R can effectively separate patients with such 
disorders from schizophrenic and borderline samples (Brand, Armstrong, & Loewenstein, 2006).  
Using traumatic content and themes to discriminate individuals diagnosed with DID implies a 
connection between trauma and dissociation.  However, th  TC/R has not been shown to 
differentiate abused individuals from nonabused with great accuracy (Kamphuis, Kugeares, & 
Finn, 2000).   
Research has started to move beyond the focus on DID to wider expressions of 
dissociation, particularly within the context of trauma.  A variety of dissociative responses have 




dissociation (Armstrong, 2002).  Emotional distancing via the presence of FD responses 
(Armstrong & Loewenstein, 1990), affective numbing via low Afr (Levin & Reis, 1997), 
elevated fantasy production via high M rates (Scroppo, Weinberger, Drob, & Eagle, 1998), as 
well as the avoidance of nuances of reality as in high L (Kaser-Boyd & Evans, 2008) represent 
formal scoring markers that are theoretically associated with dissociative avoidance and 
intrusion.  Prevalence of thought-disordered respones can also be indicative of chaotic and 
illogical aspects of traumatic experience that counter otherwise intact reality testing and underlie 
the application of dissociation (Armstrong, 2002; Levin & Reis, 1997).   
Using a set of heuristic rules for labeling the dissociative quality of a response, Leavitt & 
Labott (1997) reliably established a relationship between a set of non-Exner Rorschach variables 
with the DES for patients.  Individuals providing ind cators of dissociation on their Rorschach 
scored significantly higher on the DES.  Based on this measure, Leavitt & Labott (1998) were 
able to accurately predict diagnoses of dissociative identity disorder, although their coding 
schemes have not yet been transposed to Exner variables.  Additionally, specific analogues 
between Exner CS (2003) variables and self-report instruments of dissociation have yet to be 
established. 
Some ambiguity about the types of dissociation provoked by the Rorschach appears to 
exist.  Whether the Rorschach induces fragmentation between thoughts, feelings, fantasies, and 
the inkblot itself or whether the dissociation occurs more intersubjectively between clinician and 
client is unclear.  The Reality-Fantasy Scale (RFS; Tibon, Handelzalts, & Weinberger, 2005) is a 
psychodynamically oriented Exner CS-based coding system designed to operationalize the 
concept of potential space and its possible breakdown.  Such a paradigm views dissociation as an 




Rorschach invites the subject into a dialectical, intermediate space between reality and fantasy as 
well as the conscious and unconscious. The subject mus both find and create the object from the 
blot using his individual cognitive, perceptual, and associative tendencies.  The ambiguity of the 
Rorschach tasks the individual with having to make meaning out of the blot, creating a tension 
between the internal and external. The search for meaning and organization out of uncertainty 
pulls for activation of potential space.   
Scores derived from the RFS are intended to measure t what distance from the self is the 
percept created and experienced.  Dissociation has been conceptualized on the RFS as a 
vacillation between overwhelmed preoccupation with fantasy elements of the card (e.g. the card 
is alive) to excessive focus on reality components of the inkblot wherein the capacity to imagine 
is inhibited and robbed of vitality (e.g. the card is ink).  This construct is operationalized as the 
standard deviation of the RFS scores and represented as the variable RFS-S.  Variance as 
measured by the scatter of response patterns can attempt to show a fluctuation between reality-
bound and fantasy-derived processes.  A dissociative response style implies a lack of integration 
between reality aspects of the card and imaginative processes of the subject.  The individual must 
be in a reality mode or a fantasy mode; there is no pace for play in between them.  Stated 
differently, reality and fantasy are parallel and equal leading to vacillation as if they were two 
poles.  Within this framework, dissociation is a biphasic, alternating failure to develop and utilize 
potential space (Smith, 1990).  Such dissociation can be further viewed as a collapse of meaning-
making potential.  Dissociation as captured by the RFS has been demonstrated as characteristic 
of individuals with binge eating behaviors as well as dissociative identity disorder (Tibon & 
Rothschild, 2009; Zeligman, Smith, & Tibon, 2012).   These studies have demonstrated the 




One important quality of the RFS is that while it can show the presence of dissociative 
psychopathology within the domain of potential space, it can also show adaptive use of it.  
Because the RFS allows both the measure of impingements on current functioning as well 
psychic health, a wider, more robust view of the individual can be taken as opposed to 
instruments that focus on the degree and severity to which psychopathology is present.  
Capturing both positive and negative aspects of functio ing holds the potential to be a valuable 
tool in evaluating what resources are available to the individual at a specific snapshot moment in 
their life.  In trying to ascertain how well a person is able to use and take advantage of the 
interventions received, this flexibility and multipicity in measurement can potentially be useful 
in better understanding someone’s pretreatment strengths and vulnerabilities.   
Still, the Rorschach method is not without its contr versy.  Criticisms have focused upon 
its informal use for purposes that have not been validated as well as overstating the Rorschach’s 
value above results indicated by formal research (Garb, Wood, Lilienfeld, & Nezworski, 2005; 
Wood, Nezworski, Lilienfeld, & Garb, 2003).  Basing interpretations off informal results as well 
as scores that have not been normed has been associated w th misidentifying psychopathology 
(Hunsley & Bailey, 1999).  As such, the Rorschach has potential limitations like the self-report 
measures of dissociation.  While not bypassing these r pective issues completely, combined use 
of these approaches may help to better measure and understand pathological processes and their 
impact on treatment.  Moreover, continued study is needed to develop and investigate 
appropriate assessments and associated scoring system  that are both valid and repeatable for 
research and clinical practice.  In analyzing the RFS scoring system’s capacity to measure 





Statement of the Problem 
The hypotheses and objectives of this study follow from the literature reviewed above 
and intend to further examine the presence of dissoc ati n within comorbid PTSD and SUD as 
well as to investigate their impact upon treatment.  As such, this study aims to: 1) identify 
affective, cognitive, identity, and potential space spects of dissociation that may be present 
amongst individuals diagnosed with both PTSD and substance dependence; 2) to examine the 
impact of pretreatment levels of dissociation on response to treatment; and 3) to perform 
exploratory analyses into the potential interaction of pretreatment dissociation and psychotherapy 
received upon treatment outcomes.   
In conducting this analysis, my hypotheses are guided by several components of research 
and theory.  First, viewing dissociation as a multidimensional phenomenon involving a variety of 
cognitive, affective, memory, perceptual, identity, and relational breakdowns in integration 
supports the need for multiple lenses in order to capture distinct dissociative processes (Bernstein 
& Putnam, 1986; Briere, Weathers, & Runtz, 2005; Holmes et al., 2005).  In a sample of 
individuals with PTSD and comorbid SUD where dissociation is foundational and expectable 
(Schafer et al., 2010; Somer & Avni, 2003; van der Kolk et al., 1996), investigating the presence 
and intensity of unique forms of dissociation will aim to further understanding into how they 
may or may not co-exist and relate to one another.  Fu thermore, this study will attempt to 
examine ways in which to not just distinguish dissociative processes, but to consider the 
potential differences in their impact on functioning and treatment.  Greater recognition into 
multiple types of dissociation may hold significant i fluence on how to conceptualize and 




Given the various inconsistencies in examining the rol  of dissociation within this 
population and its different presentations, multiple measures will be useful in honing in on 
specific dissociative mechanisms as opposed to dissciation as a unitary phenomenon (Somer et 
al., 2010; Schafer et al., 2010).  Additionally, in attempting to capture the presence and 
consequence of multiple dissociative processes, the ambiguity of the Rorschach supplies a field 
in which dissociation can be provoked and measured (Armstrong, 2002; Tibon & Rothschild, 
2009).  As a result, the projective method provides an opportunity to measure a process in action 
as opposed to estimating the presence of dissociatin via the presence of certain representation 
symptoms.  The application of the Rorschach as a complement to self-reports may help to 
examine the presence of an internal process of dissociation compared to symptoms-focused 
measures of dissociative experiences (Bornstein, 2002).  Additionally, data integrated across 
different types of test data may provide further insights than provided by just one form of 
assessment.   
Through utilization of the RFS, this study can attempt to measure an individual’s access 
to potential space, reflecting the interface between projective methods and psychoanalytic theory 
(Bornstein, 2010).  Furthermore, areas of overlap between the RFS and self-reports may help to 
consider bridges between psychoanalytic theory on potential space with cognitive-behavioral 
ideas of dissociation.  Such a structure provides th  opportunity for analysis of convergent 
validity amongst distinct operationalized measures of dissociation.  Based on separate constructs 
that share concepts of compartmentalization and fragmentation, this project hypothesizes that the 
DES, MDI, and RFS-S will demonstrate small to medium levels of convergence, while still 




Next, guided by findings evidencing the negative rol  in which dissociation plays on 
treatment, this study hypothesizes that pre-treatment levels of dissociation will negatively predict 
response to treatment (Davidson & Foa, 1991; Spitzer et al., 2007; Ebner-Priemer et al., 2009; 
Ogden, 1985; 1989).  This project will allow a comparison of which types of dissociation have 
the most sensitivity in capturing the individual’s readiness and availability to benefit from 
psychological intervention.  The RFS may hold value as being derived from a projective test that 
is able to tap underlying processes of meaning-making (van der Kolk & Ducey, 1989; Smith, 
1990; Tibon et al., 2005).  As a measure based on the individual’s capacity to use potential 
space, the RFS captures an area of experience that allows for symbolic thought, internalization, 
and play (Tibon et al., 2005).  Given that therapy can be considered an act of using potential 
space between therapist and client, the RFS is hypot esized as more attuned to how the 
individual can utilize the skills and the relationship provided within the therapeutic experience.  
Furthermore, this analysis will help to evaluate th role of the Rorschach as a clinical instrument 
in planning treatment.   
Hypotheses of Study 
Hypothesis 1 
Unique operationalized measures of dissociative processes (e.g. DES global score, MDI 
global score, MDI sub-scales, and RFS-S) will show c nvergence upon correlational 
analysis.  However, effect size will be small to moderate as divergence will still be 
prevalent due to the disparate conceptualizations of dissociation on which each measure 







Pre-treatment dissociation will negatively predict response to treatment and, as a measure 
of the individual’s capacity to utilize potential space, the RFS-S will display greater 
sensitivity relative to the other measures of dissociation in predicting how participants 
respond to psychotherapy.   
Hypothesis 3 
Exploratory analysis will examine interaction effects between type of therapy and pre-
treatment dissociation.  It is estimated that high levels of pretreatment dissociation will 
respond better to treatment that utilizes techniques that support re-processing and re-




CHAPTER 3: METHOD 
Overview 
 The present study conducted a secondary analysis with quantitative measures of 
dissociation collected from participants in a parent study involving randomized design with 
repeated measures.  The Stage 1B therapy trial providing the data empirically investigated the 
effectiveness of an integrated treatment for PTSD-SUD patients involving a modified imaginal 
exposure intervention (CTPSD; Concurrent Treatment of PTSD and Substance Dependence) 
compared to substance treatment alone (RPT; Relapse Prev ntion Therapy) and a delayed 
treatment control group.  Testing a treatment which utilizes exposure techniques was highly 
indicated given the strong empirical support for imaginal exposure therapy among PTSD 
patients, the dearth of current co-morbid SUD and PTSD treatments that show lasting and 
clinically significant effects for PTSD symptoms, and the strong findings in a CTPSD pilot study 
(Brady, Dansky, Back, Foa, & Carroll, 2001).  The sub tudy of this dissertation focused on 
differentiating the types of dissociation present within the PTSD-SUD population as well as 
examining the role of dissociation as a possible mediator of treatment response.  Assessments 
were administered over the course of January 2011 through January 2013. 
Sample 
Data was collected from consented participants in an ongoing randomized control 
treatment program for individuals with PTSD (full or sub threshold) and comorbid substance 
dependence.  Individuals needed to be between the ages of 18-65, English-speaking, have had at 
least one traumatic interpersonal event in their lifetime and meet current full or subthreshold 
PTSD, as well as lifetime presence of substance depndence with recent use in the past 90 days.  




recently begun psychotropic medication within the past 8 weeks.  Individuals were recruited 
through local newspaper advertisements related to trauma, brochures and fliers, as well as 
referrals to program from local treatment providers.  Responding persons were administered a 
screening assessment to determine inclusion and exclusion criteria by clinical psychology 
doctoral students and licensed social workers.  If eligible, they were given the opportunity to 
participate pending informed consent.  The study had ongoing IRB approval from the City 
College of New York and St. Luke’s-Roosevelt Hospital Center. 
Procedures 
Design 
 As part of a National Institute of Drug Abuse funded grant researching psychotherapy 
treatments, eligible men and women were recruited for a treatment study comparing the efficacy 
of two active treatments for individuals with SUD and comorbid PTSD compared to a delayed 
treatment control condition.  The two psychotherapies researched were Concurrent Treatment of 
PTSD and Substance Dependence (CTPSD), which incorporates cognitive-behavioral therapy 
and in vivo and imaginal exposure techniques, and Relapse Prevention Treatment (RPT), a 
cognitive-behavioral therapy focusing on substance misuse behaviors.  Treatment consisted of 12 
sessions with repeated measures at baseline, completion of treatment, and at 1, 2, and 3-month 
post-treatment.  Weekly repeated measures were utilized to track symptoms during the treatment.  
The primary outcome examined was PTSD symptom severity.  Secondary outcomes were 
substance use symptom severity, global psychiatric symptom severity, and treatment retention 
and compliance.  An exploratory aim of the trial was to test the potential mechanisms of action in 
the respective treatments.  CTPSD aimed to addresses difficulties with emotion regulation 




regulation deficits in a direct and experiential way.  Instead, RPT aimed to specifically target 
behaviors associated with substance use in order to prevent relapse. 
 An eligibility screen involving structured interviews, clinician-administered 
questionnaires, and self-reports was performed initially in order to evaluate inclusion and 
exclusion criteria for each participant.  As part of he baseline assessment, participants were 
assessed for SUD and PTSD as well as the presence and severity of posttraumatic stress 
symptomatology and their recent levels of alcohol and drug use.  Pending eligibility and signing 
informed consent, randomized participants were thenadministered the Rorschach in the week 
prior to the beginning of treatment by a trained clini al psychology doctoral student.  The 
Rorschach required approximately 30 to 45 minutes for administration.  The participants also 
completed the MDI and the DES self-reports, each taking about 5 minutes to fill out.  At the end 
of the active treatment phase, the participants again attended a follow-up interview that 
reassessed for substance use as well as posttraumatic stress.   
Procedures to assure confidentiality were strictly observed. All data were kept in 
confidential locked files, identified by participant umber only, and kept separately from 
identifying information used for participant tracking and follow-up contacts. Identifying 
information was secured in separate locked files. Consent forms were also stored separately from 
other data in a locked file.  Handwritten verbatim responses from the Rorschach were kept in a 
locked file and were only identifiable by an identification code.  No identifying information was 
disclosed in reports, publications or presentations.  Only coded records were entered into the 
computer and the security of electronic data was ensured at the level of the server, the user, and 
the database.  Rorschach scorers were only provided a co e for the transcripts they analyzed.  




computer that was secured by username and located on a private server.  Files containing any 
identifying information were to be destroyed five yars after the study has been completed.  The 
study maintained confidentiality standards consistent with CUNY IRB during and after the data 
collection period.  All study personnel completed the required human subjects training as 
mandated by CUNY. 
Administration and Coding 
The Rorschach was administered by a clinical psychology doctoral student trained in the 
Comprehensive System.  Responses for the Rorschach were recorded verbatim via handwriting 
by the administrator and later transcribed to electronic files for coding.  Protocols were then 
coded by a doctoral student who did not interact with the research participant.  This framework 
was utilized to minimize scoring bias.  After the initial scoring of all protocols was completed, 
25% of protocols were randomly selected and rescored blindly and independently by a separate 
rater.  Overall, the two different raters within this project agreed exactly on 82% of RFS 
responses.  Inter-rater reliability, as estimated by Cohen’s kappa, was evidenced to be .81, which 
revealed extremely strong agreement within the Reality-Fantasy Scale scoring of this study. 
 Rorschach scores according to the Comprehensive Syst m (CS; Exner, 2003) were 
utilized for each protocol administered.  For each response, coders also designated whether a 
special score of Reality Collapse (RC) applied, according to the RFS system (Tibon, Weinberger, 
Handelzalts, & Porcelli, 2005).  This special score represented a reality collapse into fantasy and 
was given only to responses in which the subject was observed as if losing distance from the blot 
(e.g. “I can smell it”) or reacting as if the blot was the thing itself.   
 After the CS and RC scores were determined, RFS variables were then generated for each 




hierarchical rules of the Reality-Fantasy Scale (Tibon, Weinberger, Handelzalts, & Porcelli, 
2005).   Scores were computed by entering the Rorschach CS scores into RFS software 
downloaded from the Reality-Fantasy Scale website (Tibon & Suchowski, 2005).  A score of -5 
represented the most extreme case of using fantasy on the Rorschach with minimum contact with 
external reality whereas a score of 5 signified the most extreme reliance on the real features of 
the blot with minimal input from fantasy content.  Following the scoring of each response on the 
RFS, the mean and standard deviation of the RFS of the protocol (RFS-S and RFS-P 
respectively) were computed.  These scores were created for each participant’s Rorschach 
protocol. 
 Scores for the DES and MDI scales were summed based on the answers provided by each 
participant into global scales (DES total and MDI total).  Additional scores from the MDI were 
calculated according to specified individual scales (Di engagement, Derealization, Memory 
Disturbance, Emotional Constriction, and Identity Dissociation). 
Measures 
 Data analyzed within this study was collected at pre- and post-treatment time points.  In 
addition to the primary instruments of the Rorschach, DES, and MDI used to measure 
dissociation, additional data related to the NIDA-funded study was also utilized to analyze this 
dissertation’s hypotheses. 
1.  Demographics: Basic demographic data using a questionnaire administered by baseline 







2.  Measures of Dissociation 
a. Rorschach Inkblot Method: The Rorschach Inkblot Measure was administered and scored 
using the Comprehensive System (CS; Exner, 2003).  Specific data for this study was 
created from the Rorschach Reality-Fantasy Scale (RFS).  The RFS instrument is a 
psychometrically validated heuristic-construct based on 12 Exner CS variables and one 
additional special score of Reality Collapse (RC), wherein the subject is observed as 
acting as if the blot is the thing itself.  Two scores were generated via the RFS:  RFS-P 
represents the mean score and RFS-S signifies the variance.  The RFS-S for each protocol 
was the primary variable of interest, based on a psychodynamically theorized measure of 
dissociation (Tibon & Rothschild, 2009).  
b. Dissociative Experiences Scale (DES): The DES is a 28-item brief self-report measure 
that conceptualizes dissociation as a trait measure and inquires about the percent 
frequency of dissociative experiences in the daily lives of participants (Bernstein & 
Putnam, 1986).  A response scale is used for participants to quantify their experiences for 
each item so that scores reflect a wider range of dissociative symptoms than use of a 
dichotomous rating. The DES scale was developed as a screen to validly quantify 
dissociative experiences and testing has confirmed goo  levels of reliability, internal 
consistent, and construct validity (Bernstein & Putnam, 1986).  It has been widely used 
and demonstrated to be valid in detecting dissociative experiences in both normal and 
clinical populations.  Test of the scale’s internal reliability within the study sample 
resulted in a high Cronbach’s alpha of .93. 
c. Multiscale Dissociation Inventory (MDI): The MDI is a fully standardized and normed 




psychometric qualities have been found in both the normative and validation samples 
(Briere, 2002; Briere, Weathers, & Runtz, 2005).  Conceptualizing dissociation as a 
multidimensional variety of phenomenologically distinc  symptom clusters, the MDI 
measures six different types of dissociative processes (Disengagement, 
Depersonalization, Derealization, Emotional Constriction, Memory Disturbance, Identity 
Dissociation).  Each symptom is rated according to its frequency of occurrence over the 
prior month on a scale of 1 (never) to 5 (very often) and subscales are then summed 
within their respective categories.  The various scales provide a reliable and valid way to 
quantify and delineate specific clusters of dissociative symptoms (Briere, 2002).  For 
analysis, the MDI provides t-score conversions thathelp to normalize the Likert scale 
data for clinical interpretation and these values will be utilized during correlation and 
regression analyses.  In reviewing the study data, Cronbach’s alpha for the total MDI was 
excellent at .97.  For the individual scales of the MDI, a variety of excellent to acceptable 
values were achieved within the dissertation sample:  Disengagement (α = .90), 
Depersonalization (α = .86), Derealization (α = .92), Emotional Constriction (α = .92), 
Memory Disturbance (α = .82), and Identity Dissociation (α = .75). 
5.  Treatment Outcomes:  Treatment outcomes were assessed using several different methods: 
a. Clinician Administered PTSD Scale (CAPS):  The CAPS is a structured, clinical 
interview for assessing the frequency and intensity of signs and symptoms of PTSD. The 
CAPS measures DSM-IV symptoms of PTSD, associated symptoms of PTSD (e.g., 
survivor guilt), validity of responses, impairments in social and occupational functioning, 
and overall symptom severity (Blake et al., 1995).  The CAPS has excellent diagnostic 




sound psychometric properties across domains of inter-ra er reliability, consistency and 
validity (Blake et al, 1995; Cicchetti, Fontana, & Showalter, 2009).  CAPS scores were 
collected by trained staff at both pretreatment and posttreatment appointments in order to 
track change over time. 
b. Addiction Severity Index (ASI):  The ASI is a semi-structured clinical interview designed 
to address seven potential problem areas in substance-abusing patients:  medical status, 
employment and support, drug use, alcohol use, legal status, family/social status, and 
psychiatric status (McLellan, Luborsky, O’Brien, & Woody, 1980).  The ASI collects 
demographic data in addition to various historical and current information about 
functioning within these seven domains.  Examination has verified good properties of 
consistency and validity (Leonhard, Mulvey, Gastfriend, & Shwartz, 2000).  Assessment 
of alcohol and substance use within the past thirty days at both baseline and follow-up 
time points enabled identification of the primary sub tance of concern.  Alterations in 
substance use over time were tracked by comparing petreatment versus posttreatment 
primary substance use in the previous thirty days. 
c. Therapy Sessions Attended:  Collected from ongoing monitoring of therapy participation, 
this variable was used to examine a participant’s level of sustained engagement in the 
psychotherapy process. 
Data Analyses 
Data from 32 participants was included in this subst dy.  Meta-analysis has revealed that 
Rorschach assessment produces medium effect sizes (Gronnerod, 2004).  This estimate is 
conservative given the large effect size of .73 found in the Tibon and Rothschild (2009) study 




medium effect size of .47 found in the Brand, Armstrong, and Loewenstein (2006) sample of 
inpatients diagnosed with dissociative disorders compared to norms.  Based on these 
expectations as well as a predictive alpha of .10, a sample of 30 was determined to have 
adequate power to detect moderate effects. 
Posttreatment data were collected for participants, allowing examination of therapy 
participation as well as changes in PTSD symptoms and substance use behaviors.  For those 
individuals who did not attend a follow-up visit, no response to treatment was estimated.  Such 
an approach to unavailable posttreatment data was conservative in assuming that no change had 
occurred for these participants, potentially underestimating therapeutic progress.  However, this 
convention enabled response-to-treatment analyses for the full sample of individuals.   
Prior to statistical analysis, tests of multivariate normality, linearity, independence of 
observations, and homoscedasticity were conducted.   
Correlational analyses were applied between the RFS-S and the criterion variables from 
the RFS-P, the DES global scores, as well as the MDI global score and its six separate MDI 
scales (Hypothesis 1).  As an attempt to focus later statistical modeling, the study data were 
analyzed to examine the relationship between pre-treatment levels of dissociation and treatment 
outcomes via correlational analyses.   
In order to consider the contributions of RFS-S as a measure of dissociation, hierarchical 
regression models were employed with RFS-S as the primary independent variable (Hypothesis 
2).  Scores from the RFS-P, MDI and DES were then enter d as additional independent 
variables in the regression model used to examine how pretreatment dissociation might predict 
response to treatment.  Only the MDI subscales wereutilized to reflect the MDI’s 




reduce possible interference of multiple colinearity between the global MDI score and the 
subscales that form its composite.  Partial regression Beta weights were examined to determine 
the relative contributions of specific measurements of dissociation (e.g. RFS-S, MDI subscales, 
DES overall scale).  RFS-P was also included as a secondary independent variable within 
hierarchical regression analyses to include the possible effects of individuals who distorted their 
answers toward either the reality pole or the fantasy pole.  Such deviation on the RFS-P is 
potentially representative of biphasic patterns of avoidance and flooding that reflect a 
dissociative skew towards rigid ideation.  Together, the RFS-P and the RFS-S were theorized to 
capture how well the individual uses potential space via a combined low RFS-S scatter and a 
mean RFS-P that falls between the poles of skewed reality and fantasy responses (e.g. RFS-P 
close to zero).  Considering that values farther away from zero represented increasing 
inflexibility in an individual’s access to potential space, the RFS-P variable was transformed to 
its absolute value to better reflect its underlying conceptualization as well as to support linear 
regression analyses. 
Hierarchical regression analyses were also utilized to analyze the interaction effects 
between pretreatment dissociation on the RFS-S and type of therapy received (Hypothesis 3).  
This project focused on RFS-S due to its conceptualization as a variable sensitive to an 
individual’s capacity to utilize potential space and thus benefit from treatment.  Partial 
regression Beta weights were examined for each of te different variables.  Additionally, when 
other dissociation variables demonstrated their ownsig ificant contributions to evaluating 
response-to-treatment in Hypothesis 2, follow-up multiple regression analyses were conducted 




As stated above, data from 32 participants were utilized to create the primary data set of 
this dissertation.  These 32 participants representd an Intent-to-Treatment (ITT) sample of all 
randomized participants who completed the DES, MDI, and Rorschach pretreatment measures 
of dissociation.   For Hypothesis 1, the ITT sample was the group analyzed statistically for 
relationships between the various measures of dissociati n.  For Hypothesis 2, hierarchical 
multiple regression models were first examined within e ITT sample.  When a significant 
association was found, the model was then re-examined for the Treatment Sample (N = 24), 
which represented all individuals who participated in active treatment.  Given the hypothesis 
about potential interaction effect with type of therapy received, Hypothesis 3 was evaluated 




CHAPTER 4: RESULTS 
Baseline Characteristics 
Table 1 depicts demographic characteristics in addition to variables related to 
pretreatment substance use, PTSD symptoms, and the various measures of dissociation.  To 
review, the average age of participants was 45.7 (SD=9.8).  59.4% identified as African-
American, 25.0% as Latino, and 9.4% as Caucasian.  Of participants, 40.6% were single, 37.5% 
were either divorced or separated, and 21.9% were ma ried.  The average level of education was 
completion of high school (13.0 years, SD=2.0).  At baseline assessment, 71.9% were employed 
in some fashion.  Prior to study enrollment, participants had received approximately 4 previous 
treatments for alcohol or substance use.  The most common substance use disorder diagnosed 
was alcohol dependence (75.0%), followed by cocaine (56.2%) and marijuana (21.9%).  25.0% 
of the sample was diagnosed with alcohol dependence o ly.  68.8% of participants met DSM-IV 
criteria for PTSD while the remaining 31.2% demonstrated symptoms consistent with 
subthreshold PTSD.  The average baseline CAPS scorewas 53.1 (SD=16.5), reflecting a severe 
level of ongoing posttraumatic experiences. Of the 30 days prior to treatment, 18.6 (SD=10.2) of 
them included use of the primary substance of concern, as specified by the highest level of use. 
 Average pretreatment DES scores for the sample wer12.7 (SD=11.2). Within the MDI, 
total score average was at 52.5 (SD=22.8), while the individual factors were as follows:  
Disengagement 11.8 (SD=5.0), Depersonalization 7.4 (SD=4.0), Derealization 8.8 (SD=5.0), 
Emotional Constriction 9.6 (SD=4.0), Memory Disturbance 8.5 (SD=3.9), and Identity 
Dissociation 6.8 (SD=2.9).  During the Rorschach, the sample provided roughly 22 responses on 
average (SD=13.0).  Average mean scores, RFS-P, from Reality-Fantasy Scale were 




Table 1  Baseline Participant and Diagnostic Characteristics by Treatment Group (N = 32) 





CTPSD (n = 
13) a 
RPT (n = 11) a No Treatment (n =  
8) a 
Age 45.7 (9.8) 42.6 (10.2) 48.9 (10.0) 46.3 (8.3) 
Gender (% male) 75.0 69.2 81.8 75.0 
Race/ethnicity (%)     
African American/Black 59.4 46.2 72.7 62.5 
Caucasian 9.4 7.7 9.1 12.5 
Latino 25.0 38.5 18.2 12.5 
Other 6.2 7.7 0.0 12.5 
Marital status (%)     
Married  21.9 38.5 0.0 25.0 
Single 40.6 46.2 54.5 12.5 
Divorced/separated  37.5 15.4 45.5 62.5 
Years of education 13.0 (2.0) 12.8 (2.0) 13.1 (2.3) 13.0 (2.0) 
Employment (%)     
Employed 71.9 84.6 54.5 75.0 
Unemployed 12.5 15.4 9.1 12.5 
Student/retired/disabled 15.6 0.0 36.4 12.5 
Prior alcohol/drug treatment 
episodes 
3.7 (6.4) 2.1 (3.5) 6.8 (9.6) 1.9 (2.0) 
Current substance dependence 
diagnosis (%) 
    
Cocaine 56.2 53.8 63.6 50.0 
Marijuana 21.9 23.1 18.2 25.0 
Alcohol 75.0 76.9 72.7 75.0 
Current alcohol dependence 
diagnosis only (%)  
25.0 23.1 18.2 37.5 
PTSD diagnosis (% Full)  68.8 69.2 63.6 75.0 
CAPS severity, total b 53.1 (16.5) 56.2 (19.8) 51.2 (16.8) 50.4 (9.6) 
Primary substance use days in last 
30 c 
18.6 (10.2) 16.6 (12.4) 18.6 (7.7) 21.8 (9.7) 
DES 12.7 (11.2) 13.8 (14.5) 12.5 (10.9) 11.4 (3.7) 
MDI     
Total Dissociation Score 52.5 (22.8) 57.7 (27.8) 47.7 (13.3) 51.8 (23.5) 
Disengagement 11.8 (5.0) 12.7 (6.0) 10.8 (3.1) 11.6 (5.7) 
Depersonalization 7.4 (4.0) 8.7 (5.3) 6.1 (1.8) 7.1 (3.3) 
Derealization 8.8 (4.2) 9.8 (5.0) 8.2 (3.3) 8.0 (4.3) 
Emotional Constriction 9.6 (4.0) 10.4 (6.4) 8.7 (3.3) 9.6 (4.9) 
Memory Disturbance 8.5 (3.9) 8.9 (3.9) 7.9 (3.6) 8.6 (4.7) 
Identity Dissociation 6.8 (2.9) 7.2 (3.9) 6.0 (1.6) 7.4 (2.6) 
Total number of Rorschach 
responses 
21.8 (13.0) 23.6 (17.5) 21.2 (10.6) 19.9 (7.4) 
RFS-S 2.3 (0.6) 2.2 (0.7) 2.5 (0.5) 2.1 (0.8) 
RFS-P 0.8 (1.1) 0.6 (1.2) 0.9 (1.0) 1.2 (1.2) 






Note. Values are either means (with standard deviations) r percentages. CTPSD = Concurrent Treatment of PTSD and 
Substance Dependence.  RPT = Relapse Prevention Therapy.  PTSD = Posttraumatic Stress Disorder; CAPS = Clinician 
Administered PTSD Scale. DES = Dissociative Experiences Scale.  MDI = Multiscale Dissociation Inventory.  RFS-S = Reality-
Fantasy Scale Deviation.  RFS-P = Reality-Fantasy Mean.  
a There were no statistical differences between treatm nt groups on any pretreatment variable.  
b Variable included in randomization stratification. 
c Variable identified as primary substance of concern at baseline. 
d Significant group differences existed on number of therapy sessions attended between the No Treatment Group with the other 
two groups, CTPSD and RPT. 
There were no statistically significant differences between groups for the various 
demographic variables.  Given that the No Treatment group differentiated individuals with no 
psychotherapy received, significant differences exit d between groups regarding number of 
sessions attended, as evidenced via a one-way analysis of variance (ANOVA) (F[2, 29] = 17.4, p 
<.001).  The effect size, as measured by eta squared, was very large, with 54.6% of the 
variability in sessions attended being explained by Treatment Type.  As a result, number of 
treatment sessions were utilized as a covariate in Hypothesis 2 regression models for the ITT 
sample.  Given that there were no significant differences between the CTPSD and RPT groups, 
number of treatment sessions was not included in regression models of the Treatment sample. 
Descriptive Statistics 
Table 2 depicts descriptive statistics for variables to be analyzed during correlation and 
regression analysis.  CAPS, ASI (primary substance use days), DES, and RFS variables were all 
within acceptable limits for skewness and kurtosis.  
However, measures of skewness and kurtosis for the MDI scales of Depersonalization 
and Identity Dissociation were above preferred values (+/- 2.0). The positive sign for skewness 
identified that the bulk of values were lower than the mean while the positive sign for kurtosis 
indicated that data within these scales were leptokur ic (too tall).  Following MDI guidelines, the 




addition, given concerns about MDI values not conforming with normal distribution 
assumptions, a log 10 transformation was performed on all normalized MDI values in order to 
allow for improved parametric statistical analysis.  These transformed MDI variables better 
aligned with statistical standards for skewness and kurtosis and will be utilized for analysis of 
study hypotheses. 
Table 2  Descriptive Statistics (N = 32) 















CAPS severity, Baseline       53.1      16.5        26       91        0.9        0.1 
Primary Substance Use 
Days, Baseline 
      18.6      10.2          0       30       -0.5       -1.1 
DES (%)       12.7      11.2          0.7       43.2        1.2        0.7 
MDI         4.4     
Total Dissociation Score       52.8      22.4        25     119        1.4        1.6 
Disengagement       11.8        5.0          5       24        0.9        0.4 
Depersonalization         7.4        4.0          5       20        1.9        2.7 
Derealization         8.8        4.2          5       20        1.2        0.6 
Emotional Constriction         9.6        5.0          5       24        1.2        1.1 
Memory Disturbance         8.5        3.9          5       19         1.2        0.9 
Identity Dissociation         6.8        2.9       5       17        2.0        4.1 
RFS-S         2.3        0.6         1.0         3.2       -0.6       -0.6 
RFS-P         0.8        1.1        -1.2         3.0       -0.1       -0.9 
CAPS severity, Follow-up       48.5      25.1       0     106        0.2       -0.5 
Primary Substance Use 
Days, Follow-up 
      10.2      10.3         0       30        0.4       -1.2 
Therapy sessions attended         6.2       5.0         0       12        0.3       -1.7 
 
Note. CAPS = Clinician Administered PTSD Scale. DES = Dissociative Experiences Scale.  MDI = Multiscale Dissociation 
Inventory.  RFS-S = Reality-Fantasy Scale Deviation.  RFS-P = Reality-Fantasy Mean.  
 
In Table 3, correlation analyses examined potential rel tionships between the various 
dissociation scales and the response-to-treatment variables.  Pearson coefficients showed there 
was a significant positive association between the MDI – Identity Dissociation subscale and the 
posttreatment number of primary substance use days (r (32) = .35, p ≤ .05), explaining 12 
percent of the DV’s variability.  As a result, the role of the MDI – Identity Dissociation subscale 




Additionally, there was medium effect size relationship between the RFS-S score and the number 
of therapy sessions attended that explained approximately 13 percent of the variability (r (32) = 
.37, p ≤ .05). 





CAPS Severity,  
Follow-Up 
 







               .267 
 
                -.284                .370* 
RFS-P a 
 
               .204                   .194 
 
              -.158 
DES 
 
               .097                   .115 
 
               .270 
MDI – Disengagement b               -.040                   .167 
 
               .128 
MDI – 
Depersonalization b 
               .086                   .253 
 
               .160 
MDI – Derealization b 
 
               .032                   .185           .242 
MDI – Emotional 
Constriction b 
               .087 
 
                  .018                .031 
MDI – Memory 
Disturbance b
              -.076                   .294                .178 
MDI – Identity 
Dissociation b 
               .104                   .352*                .054 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. DES = Dissociative Experiences Scale.  MDI = Multiscale 
Dissociation Inventory.  
*p < .05 
a RFS-P was converted to absolute value according to model conceptualization.  
b MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation. 
 
Hypothesis 1 Analysis 
The first hypothesis predicted that there would be small to moderate effect size 
relationships between the various measures of dissociati n: DES global score, MDI global score, 
MDI scales, and the RFS-S.  In addition, correlations were expected to be weakest between the 




Pearson correlation analyses showed there were not significant associations between the 
RFS-S measure of dissociation and the DES (r (32) = .31, N.S.) and with the total MDI 
dissociation score (r (32) = .32, N.S.).  For certain MDI scales of Depersonalization (r (32) = .40, 
p ≤ .05), Derealization (r (32) = .42, p ≤ .05), and Identity Dissociation (r 32) = .38, p ≤ .05) 
there was a statistically significant relationship with the RFS-S.  These scales individually 
explained 16, 17, and 15 percent of the variability in the Rorschach measure of dissociation 
respectively.   
Self-report measures of the DES and the total MDI dissociation score demonstrated a 
considerable positive association, (r (32) = .69, p ≤ .001), with 47% of the variability explained 
within their relationship.  While slightly lower, there were similarly significant relationships 
between the individual MDI scales and the DES (see Table 4).  Very large effect sizes were also 
noted for the associations within the different MDI subscales.  Furthermore, Pearson correlations 
ranging from .80 to .93 were evidenced between the respective MDI subscales and the global 
MDI, which were near thresholds for potential multiple colinearity.  As a result, the earlier stated 
rationale of focusing on MDI subscales alone during egression analysis in order to reduce this 

































1.  RFS-S 
 
    1.00 
 
        
2.  DES 
 
      .308  1.00 
 
       
3.  MDI – Total 
Dissociation a 
 
      .320   .686***   1.00       
4.  MDI – Disengagement a 
 
      .286   .614***  
 
  .932***  1.00      
5.  MDI – 
Depersonalization a 
 
      .402*   .621***  
 
  .838***   .732**  1.00     
6.  MDI – Derealization a
 
      .417*   .611***    .910***   .859***  .790***  1.00 
 
   
7.  MDI – Emotional 
Constriction a 
      .141 
 
  .584***    .799***   .655***  .606***  .609***  1.00 
 
  
8.  MDI – Memory 
Disturbance a
      .290   .637***    .897***   .820***  .721***  .805***   .661***  1.00 
 
 
9.  MDI – Identity 
Dissociation a 
      .383*   .664***    .843***   .736***  .773***  .748***   .619***   .772***  1.00 
 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. DES = Dissociative Experiences Scale.  MDI = Multiscale 
Dissociation Inventory.  
*p < .05; ** p < .01; *** p < .001 
a MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
 
To further evaluate the potential overlap between the self-report measures of dissociation 
and the Rorschach measure, multiple regression was used to test a model predicting the RFS-S.  
The DES total score and the various MDI subscales explained 25.8% of the variability (R = .51, 













Table 5  Multiple Regression Analysis of Self-Report Dissociation Variables Predicting 
Rorschach Dissociation (N = 32) 
 
  Coefficients 
Step Variable B SEB β t P semipartial r 
rsp 
1 a DES 
 
 0.01 0.01  0.11  0.45 0.65  0.08 
 MDI – Disengagement b -1.40 2.13 -0.26 -0.66 0.52 -0.12 
 MDI – 
Depersonalization b 
 0.70 1.22  0.19  0.57 0.57  0.10 
 MDI – Derealization b 
 
 2.28 1.85  0.49  1.23 0.23  0.22 
 MDI – Emotional 
Constriction b 
-1.12 1.26 -0.22 -0.88 0.38 -0.16 
 MDI – Memory 
Disturbance b
-0.54 1.58 -0.12 -0.34 0.74 -0.06 
 MDI – Identity 
Dissociation b 
 0.80 1.21  0.21  0.65 0.52  0.12 
 
Note.  DES = Dissociative Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .26, F(7, 24) = 1.19, p = .34 
b MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
 
Hypothesis 2 Analysis 
The second hypothesis predicted that pretreatment dissociation would negatively predict 
response to treatment, with the RFS-S possessing the reatest contributions.  Analysis proceeded 
with separate inquiries into the different measures of treatment response:  change in PTSD 
symptoms, change in the frequency of primary substance use days, and the number of therapy 
sessions attended. 
PTSD Response 
The first wave of analyses examined the relationship between pretreatment dissociation 




research.  Table 4 documents results of the hierarchical multiple regression on the Intent-to-Treat 
Sample (N = 32).  In the first step of the regression, the two covariates (pretreatment CAPS 
severity and number of therapy sessions attended) wre entered to control for their effect on the 
dependent variable.  These items explained 28.9% of the variability (R = .54, F [2, 29] = 5.90, p 
≤ .01).  In the second step, the RFS-S was entered and explained an additional 4.8% of the 
variability (R2 change = .05, F [1, 28] = 2.02, N.S.).  In the third step, the DES, MDI subscales, 
and RFS-P were added, explaining an additional 13.2% of the variability (R2 change = .13, F [8, 
20] = 0.62, N.S.).  There were no individual variables that were unique predictors of the DV 


















Table 6  Hierarchical Regression Analysis of Dissociation Variables Predicting Follow-Up 
CAPS Severity – ITT Sample (N = 32) 
 
  Coefficients 
Step Variable B SEB β T P semipartial r 
rsp 
1 a CAPS Severity, 
Baseline  
  0.82  0.24  0.54  3.38 0.00  0.53 
 Therapy Sessions 
Attended  
  0.04  0.80  0.01  0.05 0.96  0.01 
2 b RFS-S 
 
 -9.51 12.29 -0.24 -1.42 0.17 -0.22 
3 c DES 
 
 -0.32  0.56 -0.14 -0.57 0.58 -0.09 
 RFS-P d -14.00  9.61  0.45  1.46 0.16  0.24 
 MDI – Disengagement e  21.60 78.70  0.10  0.27 0.79  0.05 
 MDI – 
Depersonalization e 
  0.82 46.38  0.01  0.02 0.99  0.00 
 MDI – Derealization e
 
 22.81 75.08  0.13  0.30 0.76  0.05 
 MDI – Emotional 
Constriction e 
-37.42 47.40 -0.19 -0.79 0.44 -0.13 
 MDI – Memory 
Disturbance e
 53.53 60.07  0.31  0.89 0.38  0.15 
 MDI – Identity 
Dissociation e 
-12.47 48.73 -0.09 -0.26 0.80 -0.04 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. RFS-P = Reality-Fantasy Scale Mean.  DES = Dissociative 
Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .29, F(2, 29) = 5.90, p ≤ .01 
b R2change = .05, Fchange (1, 28) = 2.02, p = .17 
c R2change = .13, Fchange (8, 20) = 0.62, p = .75 
d RFS-P was converted to absolute value according to model conceptualization.  
e MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
 
Substance Use Response 
 Hierarchical regression was utilized to examine a model predicting the DV of 
posttreatment substance use change, as measured by the number of use days for the participant’s 




(baseline primary substance use days and number of therapy sessions attended), explaining 
38.6% of the DV’s variability (R = .62, F [2, 29] = 9.12, p ≤ .001).  In the second step, the RFS-S 
was added and accounted for a further 1.2% (R2 change = .01, F [1, 28] = 0.56, N.S.).  Next, the 
DES, RFS-P and MDI subscale variables were included.  Together, these items explained 25.2% 
of the remaining variability (R2 change = .25, F [8, 20] = 1.86, N.S.).  In addition to both 
covariates, the MDI – Emotional Constriction subscale was a unique predictor of the DV (see 
Table 7).  The negative coefficient indicated that increases in dissociation as reported on this 

































Table 7  Hierarchical Regression Analysis of Dissociation Variables Predicting Follow-Up 
Primary Substance Use Days – ITT Sample (N = 32) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.54   0.15  0.53  3.64 0.00 -0.30 
 Therapy Sessions 
Attended  
  -0.63   0.30 -0.31 -2.00 0.05  0.53 
2 b RFS-S 
 
  -1.93   2.56 -0.12 -0.75 0.46 -0.11 
3 c DES 
 
   0.03   0.18  0.27  0.14 0.89  0.02 
 RFS-P d   -2.23   3.53 -0.17 -0.63 0.54 -0.08 
 MDI – Disengagement e -28.50 26.62 -0.32 -1.07 0.30 -0.14 
 MDI – 
Depersonalization e 
  -5.72 17.70 -0.10 -0.32 0.75  0.04 
 MDI – Derealization e
 
 15.16 23.95  0.20  0.63 0.53  0.08 
 MDI – Emotional 
Constriction e 
-35.25 15.67 -0.44 -2.25 0.04 -0.30 
 MDI – Memory 
Disturbance e
 37.51 19.85  0.53  1.89 0.07  0.25 
 MDI – Identity 
Dissociation e 
 19.31 16.01  0.33  1.21 0.24  0.16 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. RFS-P = Reality-Fantasy Scale Mean.  DES = Dissociative 
Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .39, F(2, 29) = 9.12, p ≤ .001 
b R2change = .01, Fchange (1, 28) = 0.57, p = .46 
c R2change = .25, Fchange (8, 20) = 1.81, p = .14 
d RFS-P was converted to absolute value according to model conceptualization.  
e MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
 
 Given the significant model within the full ITT sample (N = 32), further regression 
analysis was explored for the Therapy sample (n = 24), which included only individuals who 
actively participated in treatment.  Number of therapy sessions was no longer a covariate and 




This variable explained 18.2% of the variability in primary substance use days at follow-up (R = 
.43, F [1, 22] = 4.89, p ≤ .05).  In the second step, the RFS-S was added and accounted for an 
additional 0.4% (R2 change = .00, F [1, 21] = 0.09, N.S.).  Finally, the remaining self-report 
measures of dissociation and the RFS-P were included into the model, accounting for 32.8% of 
the variability (R2 change = .33, F [8, 13] = 1.10, N.S.).  However, no independent variables 
were unique predictors of the DV.   
Table 8  Hierarchical Regression Analysis of Dissociation Variables Predicting Follow-Up 
Primary Substance Use Days – Treatment Sample (n = 24) 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.35   0.16  0.43  2.21 0.04  0.43 
2 b RFS-S 
 
  -0.87   2.84 -0.06 -0.31 0.76 -0.06 
3 c DES 
 
  -0.20   0.35 -0.29 -0.56 0.58  0.11 
 RFS-P d   -0.54   4.22 -0.05 -0.13 0.90 -0.03 
 MDI – Disengagement e -10.96 41.41 -0.14 -0.27 0.80 -0.05 
 MDI – 
Depersonalization e 
  -4.17 22.27 -0.09  0.19 0.85  0.04 
 MDI – Derealization e
 
   9.13 26.67  0.15  0.34 0.74  0.07 
 MDI – Emotional 
Constriction e 
-24.13 21.36 -0.37 -1.13 0.28 -0.22 
 MDI – Memory 
Disturbance e
 18.18 26.72  0.31  0.68 0.51  0.13 
 MDI – Identity 
Dissociation e 
 34.76 27.74  0.71  1.25 0.23  0.24 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. RFS-P = Reality-Fantasy Scale Mean.  DES = Dissociative 
Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .18, F(1, 22) = 4.89, p ≤ .05 
b R2change = .00, Fchange (1, 21) = 0.09, p = .76 
c R2change = .33, Fchange (8, 13) = 1.10, p = .42 
d RFS-P was converted to absolute value according to model conceptualization.  





 Following the significant association demonstrated b tween the MDI – Identity 
Dissociation subscale and posttreatment levels of primary substance use, a hierarchical 
regression was performed for just the RFS-S and this MDI subscale.  Within the first step, the 
two covariates (baseline primary substance use days and number of therapy sessions attended) 
explained 38.6% of the DV’s variability (R = .62, F [2, 29] = 9.12, p ≤ .001).  In the second step, 
the RFS-S was added and accounted for a further 1.2% (R2 change = .01, F [1, 28] = 0.56, N.S.).  
Next, the MDI – Identity Dissociation subscale was included and reflected 8.4% of the remaining 
variability (R2 change = .08, F [1, 27] = 4.36, p ≤ .05).  In addition to both covariates, this MDI 
subscale was a unique predictor of the DV (see Table 9).  The positive coefficient indicated that 
increases in this form of dissociation were associated with increased levels of the DV at 
posttreatment.   
Table 9  Hierarchical Regression Analysis of RFS-S and MDI – Identity Dissociation Variables 
Predicting Follow-Up Primary Substance Use Days – ITT Sample (N = 32) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.54  0.15  0.53  3.64 0.00  0.53 
 Therapy Sessions 
Attended  
  -0.63  0.30 -0.31 -2.00 0.05 -0.30 
2 b RFS-S 
 
  -1.93  2.56 -0.12 -0.75 0.46 -0.11 
3 c MDI – Identity 
Dissociation d 
 19.68  9.43  0.33  2.09 0.05  0.29 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. DES = Dissociative Experiences Scale.  MDI = Multiscale 
Dissociation Inventory.  
a R2 = .39, F(2, 29) = 9.12, p ≤ .001 
b R2change = .01, Fchange (1, 28) = 0.57, p = .46 
c R2change = .08, Fchange (1, 27) = 4.34, p ≤ .05 
d RFS-P was converted to absolute value according to model conceptualization.  





 When viewing this regression model through the Therapy sample (n =24), a significant 
association was also present.  Baseline levels of recent substance use was included in the first 
step of the model as a covariate, accounting for 18.2% of the variability in primary substance use 
days at follow-up (R = .43, F [1, 22] = 4.89, p ≤ .05).  In the second step, the RFS-S was added 
and reflected an additional 0.4% (R2 change = .00, F [1, 21] = 0.09, N.S.).  The MDI – Identity 
Dissociation subscale was then inputted, explaining a remaining 17.9% of the variability (R2 
change = .18, F [1, 20] = 5.64, p ≤ .05).  As in the ITT model, higher reports of dissociation on 
this portion of the MDI were linked with increased l vels of primary substance use at follow-up.   
Table 10  Hierarchical Regression Analysis of RFS-S and MDI-Identity Dissociation Variables 
Predicting Follow-Up Primary Substance Use Days – Treatment Sample (n =24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.35  0.16  0.43  2.21 0.04  0.43 
2 b RFS-S 
 
  -0.87  2.84 -0.06 -0.31 0.76 -0.06 
3 c MDI – Identity 
Dissociation d 
 25.46 10.72  0.52  2.38 0.03  0.42 
 
Note. RFS-S = Reality-Fantasy Scale Deviation.  MDI = Multiscale Dissociation Inventory.  
a R2 = .18, F(1, 22) = 4.89, p ≤ .05 
b R2change = .00, Fchange (1, 21) = 0.09, p = .76 
c R2change = .18, Fchange (1, 20) = 5.64, p ≤ .05 
d RFS-P was converted to absolute value according to model conceptualization.  
e MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
  
Therapy Participation Response 
 Hierarchical regression was next implemented to investigate the model predicting the 
number of therapy sessions attended.  RFS-S was entered into the first step of the regression, 




DES, MDI subscales, and RFS-P were added, explaining an additional 20.7% of the variability 
(R2 change = .21, F [8, 22] = 0.87, N.S.).  The RFS-S was identified as a unique predictor of the 
DV.  Significant positive coefficients (see Table 11) revealed that increases in dissociation as 
measured by the Rorschach were associated with higher number of therapy sessions attended. 
Table 11  Hierarchical Regression Analysis of Dissociation Variables Predicting Therapy 
Sessions Attended – ITT Sample (N = 32) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a RFS-S 
 
   2.89   1.33  0.37  2.18 0.04  0.37 
2 b DES 
 
   0.13   0.11  0.29  1.17 0.26  0.20 
 RFS-P c    2.22   1.97  0.36  1.12 0.27  0.20 
 MDI – Disengagement d  -6.34 16.49 -0.15 -0.38 0.70 -0.07 
 MDI – 
Depersonalization d 
   2.71   9.66  0.09  0.28 0.78  0.05 
 MDI – Derealization d 
 
 14.84 14.79  0.41  1.00 0.32  0.17 
 MDI – Emotional 
Constriction d 
 -5.74   9.85 -0.15 -0.58 0.57 -0.10 
 MDI – Memory 
Disturbance d
  5.81 12.52  0.17  0.46 0.65  0.08 
 MDI – Identity 
Dissociation d 
-15.97  9.45 -0.56 -1.69 0.11 -0.29 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. RFS-P = Reality-Fantasy Scale Mean.  DES = Dissociative 
Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .14, F(1, 30) = 4.77, p ≤ .05 
b R2change = .21, Fchange (8, 22) = 0.87, p = .56 
c RFS-P was converted to absolute value according to model conceptualization.  
d MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
 
Given the significance of the ITT regression model (N = 32), the same model was 




first, describing 17.7% of the DV’s variability (R = .42, F [1, 22] = 4.72, p ≤ .05).  Next, the 
DES, RFS-P and MDI subscale variables were included.  Together, these items explained 16.6% 
of the remaining variability (R2 change = .17, F [8, 14] = 0.44, N.S.).  The RFS-S again was a 
unique predictor of number of therapy sessions attended (see Table 12).  The positive coefficient 
indicated that elevations in Rorschach measured dissociation were associated with increased 
participation in treatment.   
Table 12 Hierarchical Regression Analysis of Dissociation Variables Predicting Therapy 
Sessions Attended – Treatment Sample (n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a RFS-S 
 
   2.88  1.32  0.42  2.17 0.04  0.42 
2 b DES 
 
   0.25  0.18  0.78  1.38 0.19  0.30 
 RFS-P c    0.08  2.12  0.01  0.04 0.97  0.01 
 MDI – Disengagement d -22.22 21.22 -0.61 -1.05 0.31 -0.23 
 MDI – 
Depersonalization d 
   5.19  9.67  0.23  0.54 0.60  0.12 
 MDI – Derealization d 
 
 10.20 14.17  0.36  0.72 0.48  0.16 
 MDI – Emotional 
Constriction d 
 -9.00 11.29 -0.29 -0.80 0.44 -0.17 
 MDI – Memory 
Disturbance d
  6.74 13.83  0.24  0.49 0.63  0.11 
 MDI – Identity 
Dissociation d 
-14.24 14.75 -0.61 -0.97 0.35 -0.21 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. RFS-P = Reality-Fantasy Scale Mean.  DES = Dissociative 
Experiences Scale.  MDI = Multiscale Dissociation Inventory.  
a R2 = .18, F(1, 22) = 4.72, p ≤ .05 
b R2change = .17, Fchange (8, 14) = 0.44, p = .88 
c RFS-P was converted to absolute value according to model conceptualization.  






Hypothesis 3 Analysis 
The third hypothesis posited that high levels of pretreatment dissociation on the RFS-S 
would respond better to psychotherapy that pursued re-processing of traumatic memories.  As 
such, Concurrent Treatment of PTSD and Substance Dep nd nce (CTPSD) was expected to 
produce better results for individuals with high dissociation relative to lower pretreatment levels.  
This hypothesis was evaluated across the three domains of operationalized response-to-treatment 
within the Therapy sample. 
PTSD Response 
 Hierarchical multiple regression was utilized to examine possible interactions between 
the RFS-S and type of therapy received (CTPSD or RPT) in predicting changes in clinician-rated 
posttraumatic stress symptoms.  The covariate of baseline CAPS severity was entered in the first, 
explaining 29.9% of the DV’s variability (R = .55, F [1, 22] = 9.37, p ≤ .01).  In the second step, 
the RFS-S and a dummy-coded variable for therapy tye was added, accounting for a further 
0.6% (R2 change = .01, F [2, 20] = 0.08, N.S.).  Next, the interaction effect variable was included 
and did not describe any of the remaining variability (R2 change = .00, F [1, 19] = 0.01, N.S.).  

















Table 13  Hierarchical Regression Analysis of Interaction betw en RFS-S and Type of Therapy 
in Predicting Follow-Up CAPS Severity – Treatment Sample (n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a CAPS Severity, 
Baseline 
   0.75   0.24  0.55  3.06 0.01  0.55 
2 b RFS-S 
 
  -1.97   8.56 -0.05 -0.23 0.82 -0.04 
 CTPSD Therapy d
 
   2.43   9.51  0.05  0.26 0.80  0.05 
3 c Interaction: RFS-S * 
CTPSD Therapy 
   1.53 18.21  0.03  0.08 0.93  0.02 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. CTPSD = Concurrent Treatment of PTSD and Substance 
Dependence. 
a R2 = .30, F(1, 22) = 9.37, p ≤ .01 
b R2change = .01, Fchange (2, 20) = 0.08, p = .92 
c R2change = .00, Fchange (1, 19) = 0.01, p = .93 
d Dummy-coded variable of whether the patient was assigned to CTPSD or not. 
  
Substance Use Response 
 Next, a hierarchical multiple regression model was employed to examine possible 
interaction effects between the RFS-S and type of treatment received in predicting substance use 
response-to-treatment.  Baseline primary substance use days were initially entered as a covariate 
and explained 18.2% of the DV’s variability (R = .43, F [1, 22] = 4.89, p ≤ .05).  In the second 
step, the RFS-S and the therapy type variable were add d, representing an additional 13.6% (R2 
change = .14, F [2, 20] = 1.99, N.S.).  Lastly, the interaction effect accounted for 3.0% of the 
remaining variability (R2 change = .03, F [1, 19] = 0.88, N.S.).  Outside of the expected 
contributions of the covariate, no single variable nor the interaction effect were significant 





Table 14  Hierarchical Regression Analysis of Interaction betw en RFS-S and Type of Therapy 
in Predicting Follow-Up Primary Substance Use Days – Treatment Sample (n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.35  0.16  0.43  2.21 0.04  0.43 
2 b RFS-S 
 
   0.20  2.72  0.01  0.07 0.94  0.01 
 CTPSD Therapy d
 
   6.20  3.15  0.37  1.97 0.06  0.36 
3 c Interaction: RFS-S * 
CTPSD Therapy 
   5.64  6.00  0.32  0.94 0.36  0.17 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. CTPSD = Concurrent Treatment of PTSD and Substance 
Dependence. 
a R2 = .18, F(1, 22) = 4.89, p ≤ .05 
b R2change = .14, Fchange (2, 20) = 1.99, p = .16 
c R2change = .03, Fchange (1, 19) = 0.88, p = .36 
d Dummy-coded variable of whether the patient was assigned to CTPSD or not. 
 
Given the significant contributions from the MDI – dentity Dissociation and MDI-
Emotional Constriction subscales in the evaluation of H2, these variables were further examined 
for possible interaction effects with type of treatment received.  For the hierarchical multiple 
regression model involving MDI – Identity Dissociation (see Table 15), the baseline covariate 
was entered initially, accounting for 18.2% of the DV’s variability (R = .43, F [1, 22] = 4.89, p ≤ 
.05).  The MDI – Identity Dissociation and the therapy type variables were next added, 
explaining an additional 20.5% (R2 change = .21, F [2, 20] = 1.99, N.S.).  In the third and final 
step, the interaction effect reflected 0.0% of the outstanding variability (R2 change = .00, F [1, 
19] = 0.01, N.S.).  Controlling for the covariate, no other variable demonstrated a significant 




Table 15  Hierarchical Regression Analysis of Interaction betw en MDI – Identity Dissociation 
and Type of Therapy in Predicting Follow-Up Primary Substance Use Days – Treatment Sample 
(n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.35   0.16  0.43  2.21 0.04  0.43 
2 b MDI – Identity 
Dissociation d 
  13.89   9.27  0.28  1.50 0.15  0.26 
 CTPSD Therapy e 
 
   5.21   2.99  0.31  1.74 0.10  0.31 
3 c Interaction: MDI – 
Identity Dissociation 
* CTPSD Therapy 
  1.55 32.16  0.03  0.07 0.94  0.01 
 
Note. MDI = Multiscale Dissociation Inventory.  CTPSD = Concurrent Treatment of PTSD and Substance 
Dependence. 
a R2 = .18, F(1, 22) = 4.89, p ≤ .05 
b R2change = .21, Fchange (2, 20) = 3.33, p = .06 
c R2change = .00, Fchange (1, 19) = 0.01, p = .94 
d MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
e Dummy-coded variable of whether the patient was assigned to CTPSD or not. 
 
The next model examined evaluated the potential interac ion between the MDI – 
Emotional Constriction subscale and the therapy assignment.  Like other models in evaluating 
this type of response-to-treatment, baseline primary substance use days was entered as a 
covariate (R = .43, F [1, 22] = 4.88, p ≤ .05).  In the second step, the MDI – Emotional 
Constriction and type of therapy variables were added.  Together, these items explained 14.1% 
of the remaining variability (R2 change = .14, F [2, 20] = 2.09, N.S.).  Finally, an interaction 
effect variable was entered and explained a further 15.4% of the DV’s variability (R2 change = 
.15, F [1, 19] = 5.57, p ≤ .05).  As such, the interaction effect was a unique predictor of the DV 




Table 16  Hierarchical Regression Analysis of Interaction betw en MDI – Emotional 
Constriction and Type of Therapy in Predicting Follow-Up Primary Substance Use Days – 
Treatment Sample (n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a Primary Substance Use 
Days, Baseline 
   0.35   0.16  0.43  2.21 0.04  0.43 
2 b MDI – Emotional 
Constriction d 
  -5.05 12.33 -0.08 -0.41 0.69 -0.08 
 CTPSD Therapy e 
 
   6.33   3.10  0.38  2.04 0.06  0.38 




-60.24 25.52 -0.80 -2.36 0.03 -0.39 
 
Note. MDI = Multiscale Dissociation Inventory.  CTPSD = Concurrent Treatment of PTSD and Substance 
Dependence. 
a R2 = .18, F(1, 22) = 4.89, p ≤ .05 
b R2change = .14, Fchange (2, 20) = 2.09, p = .15 
c R2change = .15, Fchange (1, 19) = 5.57, p ≤ .05 
d MDI scales were converted to t-scores according to the normalization sample and then converted via log 10 
transformation.  
e Dummy-coded variable of whether the patient was assigned to CTPSD or not. 
 
Figure 2 illustrates the nature of the interaction.  Controlling for similar levels of baseline 
primary substance use, individuals in RPT demonstrated greater decreases in posttreatment use 
when they had lower pretreatment dissociation on the MDI – Emotional Constriction scale while 
individuals receiving CTPSD demonstrated relative improvements in primary substance use 












Figure 1  Predicted Interaction Effect Between Levels of MDI – Emotional Constriction 




Note. RPT = Relapse Prevention Therapy.  CTPSD = Concurrent Treatment of PTSD and Substance Dependence.  
MDI = Multiscale Dissociation Inventory. 
a Graphed at relative same levels of expected baseline primary substance use. 
 
Therapy Participation Response 
Similar hierarchical multiple regression was implemented to investigate an interaction 
model predicting the number of therapy sessions attended.  RFS-S and therapy type were entered 
into the first step of the regression, explaining 19.8% of the variability (R = .45, F [2,21] = 2.59, 
p ≤ .10).  In the second step, the interaction variable was inputted, accounting for an additional 
0.7% of the variability (R2 change = .01, F [1, 20] = 0.18, N.S.).  No significant associations 







Table 17  Hierarchical Regression Analysis of Interaction betw en RFS-S and Type of Therapy 
in Predicting Therapy Sessions Attended – Treatment Sample (n = 24) 
 
  Coefficients 
Step Variable B SEB β t p semipartial r 
rsp 
1 a RFS-S 
 
   2.67  1.37  0.39  1.96 0.06  0.38 
 CTPSD Therapy c 
 
  -1.17  1.58 -0.15 -0.74 0.45 -0.15 
2 b Interaction: RFS-S * 
CTPSD Therapy 
   1.31  3.07  0.15  0.43 0.68  0.09 
 
Note. RFS-S = Reality-Fantasy Scale Deviation. CTPSD = Concurrent Treatment of PTSD and Substance 
Dependence. 
a R2 = .20, F(2, 23) = 2.59, p ≤ .10 
b R2change = .01, Fchange (1, 22) = 0.18, p = .68 




CHAPTER 5: DISCUSSION 
Within a set of individuals with comorbid PTSD and SUD, dissociation was expected to 
be present (Shafer et al., 2010; Somer & Avni, 2003; van der Kolk et al., 1996; Evren, Sar, 
Evren, & Daldubak, 2008).  However, the form and intensity of dissociation was not clear.  The 
present study attempted to compare separate conceptualiza ions of dissociation as a 
unidimensional trait (DES; Bernstein & Putnam, 1986), a set of distinct multidimensional 
experiences (MDI; Briere, 2002), and an impairment in the use of potential space (RFS; Tibon et 
al., 2005).  Through utilizing both self-report measures as well as a projective instrument, 
convergence and divergence was evaluated between conscious awareness of symptoms versus a 
process-based definition of dissociation.  Furthermore, given the serious health crisis of these 
conditions and the many impediments to treatment efficacy (McGovern, Alterman, Drake, & 
Dauten, 2009; Ebner-Priemer et al., 2009; Lynch et al., 2008), diverse lenses enabled 
examination of how a more refined understanding of dissociation might support improved 
conceptualization and management of psychotherapeutic interventions for this population.  
Summary of Main Findings 
Distinct Measures of Dissociation 
 Differentiation between the Reality-Fantasy Scale (RFS) and the self-report measures of 
dissociation was hypothesized given the different paradigms of measurement in addition to the 
theory and research that there are multiple dimensions of dissociation (Bernstein & Putnam, 
1986; Briere, Weathers & Runtz, 2005; Holmes et al., 2005; Howell, 2005).  The present study’s 
findings supported the primary hypothesis that the RFS-S would have limited overlap with the 
self-report measures of dissociation.  Nonsignificant associations were found between the RFS-S 




macro construction of dissociation (Table 4).  The modest positive correlations between the RFS-
S and certain MDI subscales was still in a range that suggested different implicit and explicit 
processes were being measured (Bornstein, 2002).  And while correlations were large with some 
of the MDI subscales, no self-report measure of dissociation demonstrated a predictive 
relationship with the RFS-S within linear regression analysis (Table 5).      
 The separateness of the Rorschach measure compared to th  self-reports provided 
evidence in support of utilizing multi-method measurement and investigation of dissociation.  
The self-reports themselves revealed internally large to very large effect sizes that appeared 
influenced by shared method variance.  Despite having separate underlying constructs of 
dissociation, the DES and the MDI both asked study participants to make personal judgments on 
behaviors and symptoms of which they were actively aware.  This approach appeared to be 
limited in multiple ways.  Given demonstrated relationships between phenomena of alexithymia 
and dissociation (Majohr, Leenen, Grabe, Jenewein, Nu ez, & Rufer, 2011; Tolmunen et al., 
2010; Clayton, 2004), individuals with dissociative processes have been shown to have 
difficulties identifying and naming internal and physiological experiences.  As a result, the self-
reports possessed inherent limitations in trying to measure a disruption in consciousness via 
direct endorsement of such alterations.  Moreover, both the DES and MDI measures only utilized 
one paradigm in which to assess for dissociative processes.  Within this study, the Rorschach 
offered an alternative lens that possessed significa t differences from the self-report variables 
and helped to identify unique findings, particularly related to therapy participation (Tables 11 
and 12).  And while both self-report and projective assessment appeared able to assess 




cross-method measurement of such processes in order t  b  able to track them more efficiently 
and thoroughly. 
 Additionally, evidence collected from the correlational (Table 4) and regression (Table 5) 
analyses further strengthened the notion that dissociati n is not a global or unidimensional 
experience. Given the different conceptualizations a d methods, this was not wholly surprising.  
However, a closer look at the results suggested both the limitations in a univariate approach to 
dissociation as well as the benefits of examining distinct forms of dissociation.  In addition to the 
global constructs of dissociation (e.g. the DES and the MDI Total scores) having correlations 
that suggested multiple colinearity (Table 4), the DES did not demonstrate any utility in 
predicting response-to-treatment.  Instead, specific subscales of the MDI (e.g. Emotional 
Constriction, Identity Dissociation) as well as theRFS-S demonstrated their own unique 
contributions.  Each of these variables represented ot just disparate paradigms of dissociation, 
but different symptoms.  As result, these findings further impressed the relevance and 
importance of measuring psychological processes in a refined and differentiated manner that is 
consistent with dissociation’s multiplicity and nuances.   
Going forward, this project strengthened the notion hat dissociation should not be 
discussed as a singular process or construct (Briere, 2002; Briere, Weathers, & Runtz, 2005).  
Instead, dissociation appears to be a psychological experience that is in need of a conceptual split 
into its parts.  Clinicians and research should strive to specifically parse out different forms of 
dissociation as well as to use language that describes the relevant symptom at more discrete and 
experiential terms.  Moreover, in order to more fully nderstand the role that dissociation plays 
in the functioning and treatment of individuals with comorbid PTSD and SUD, careful 




The RFS-S did exhibit significant correlations with certain MDI subscales 
(Depersonalization, Derealization, Identity Dissociation) (Table 4).  When examined for 
predictive relationships with the RFS-S via multiple regression analysis, no significant 
associations were demonstrated for the self-report measures of dissociation (Table 5).  Still, a 
question remained about the relevance of Depersonalization, Derealization, and Identity 
Dissociation subscales on the MDI compared to the Emotional Constriction, Memory 
Disturbance, and Disengagement variables.  Holmes et al. (2005) evaluated the differentiation of 
two qualitatively separate types of dissociation:  detachment and compartmentalization.  
Detachment is considered to reflect experiences of disconnection from self and others while 
compartmentalization portrayed disturbances in the capacity to manage and experience certain 
internal processes of emotion, thought, and memory.  An alternative categorical delineation of 
these types can be viewed as relational (detachment) and intrapsychic (compartmentalization).  
Holmes et al. (2005) specifically situated depersonalization and derealization as examples of 
detachment in addition to viewing amnesia, hysterical conversion and emotional numbing as 
forms of compartmentalization.  Above and beyond Holmes et al.’s (2005) specific 
categorizations, Identity Dissociation is presently hypothesized as a form of detachment given its 
operationalization of disruptions in one’s integrated sense of self.  Additionally, as an assessment 
of one’s capacity to monitor and manage attention, Disengagement is conceptualized as a version 











Table 18  MDI Subscales Viewed As Forms of Detachment and Compart entalization  
Detachment Compartmentalization 
Derealization Emotional Constriction 
Depersonalization Memory Disturbance 
Identity Dissociation Disengagement 
 
 Following these assignments, the RFS-S demonstrated significant associations with 
detachment forms of dissociation, suggesting shared relational qualities of these dissociative 
processes.  As such, the RFS-S measure may portray a ype of dissociation that is primarily 
associated with areas of interpersonal functioning a d, furthermore, is more theoretically 
consistent with relational ideas of dissociation.  Recent expansions of psychoanalytic theory 
(Bromberg, 1994, 2003; Stern, 1997; Howell, 2005) have focused upon the role of dissociation 
within the development of the self as well as its influence on psychopathology and treatment.  
Such advances have framed a dissociative process that is relational in origin and operates 
interpersonally in contrast to types that narrow and restrict intrapsychic functions related to 
attention, affect, and memory.  Dissociation that disrupts the use of potential space impacts the 
interaction between subjective and objective perception, which occurs at the interface of how an 
individual experiences and participates with external stimuli.  While clearly an internal process 
of comprehension and meaning-making, this process of p ychic experience seems particularly 
situated within the relational realm as it pertains to the interaction between one’s mind and the 
outside world.   
When fantasy and reality as well as subjective and objective perceptions have impaired 
interactions, as in the case of potential space dissoc ation, novel and creative interactions become 




result, certain modes of relatedness may be repeated, oft n through enactment and projective-
identification (Howell, 2005; Stern, 2003, 2004).  Breakdowns in utilization of potential space 
will have ripple effects upon interpersonal functioning.  Furthermore, impaired capacities to have 
internal and external perceptions inform each other may perpetuate subjective re-experiencing of 
past traumatic impingements within current relationships.  Looking back, Winnicott (1953, 1954, 
1967, 1971) theorized that the development of potential space is situated within the caretaking 
dyad, providing an interpersonal arena for interaction of me and not me and self and other.  
Viewing breakdowns of potential space as not just a process-based type of dissociation but 
primarily a relational form is potentially consisten  with the original theory on the basis and 
function of potential space.   
Another interpretation of the overlap between the RFS-S and the 3 MDI subscales 
concerns the interpersonal elements of the Rorschach method.  While the theory of the RFS 
focuses upon the subject’s capacity to integrate reality elements of the blot with associations 
from individual fantasy, the Rorschach is something done with the examiner.  The presence and 
participation of the tester has been theorized as influencing the responses of the testee (Lerner, 
1991).  Issues of trust and autonomy can be activated within the clinician-client pair (Schafer, 
1954; Schactel, 1966).  Additionally, aspects of transference and countertransference can affect 
the interactions that take place during the active administration (Lerner, 1988; Ogden, 1983).  As 
a result, the interpersonal field between examiner a d subject creates an opportunity in which to 
activate and, thus, measure relational processes, pos ibly including detachment forms of 
dissociation.  It may be that the Rorschach is an apt model to track use of potential space because 




operationalization of how one utilizes potential space is, in fact, capturing a relational 
dissociative process.   
Of note, while considered separate conceptually as well as experientially within this 
research, the MDI subscales demonstrated very largeeffect size relationships with each other 
when examined via correlational analyses (Table 5).  Medium to very large effect sizes (p 
ranging from .32 to .76) were previously demonstrated in a general population sample of 618 
people, and even with these high levels, the MDI subscales held up under statistical analysis as 
separate factors that reflected distinct forms of dissociation (Briere, Weathers, & Runtz, 2005).  
The elevations in overlap within this study may have been influenced by the lower number of 
individuals participating as well as the specificity of the sample to individuals clinically 
diagnosed with comorbid PTSD and SUD.  Whether such conditions influence the overlap of 
dissociative processes compared to nonclinical samples remains to be seen.  Future research 
should aim to further consider the significance of separating dissociation into distinct clusters as 
well as the categories of detachment and compartmentalization.  
RFS-S Prediction of Therapy Participation 
 Within psychoanalytic theory, use of potential space has been conceptualized as 
facilitating an individual’s capacity to enter into and benefit from psychotherapy (Winnicott, 
1971; Summers, 2005; LaMothe, 2008).  These ideas have reflected the potential value of 
potential space within the treatment relationship as well as its support of new meaning-making 
and the ability to process thoughts and feelings.  A  such, improved utilization of potential space 
as measured by decreased variance in the RFS-S was hypothesized to support treatment 
response.  The finding that RFS-S was positively associated with the number of therapy sessions 




respectively).  These results signaled that increased dissociation within potential space was 
predictive of more sustained participation in the trea ments provided. 
  This is the first study utilizing the RFS system in relation to therapy engagement.  The 
association between RFS-S and number of sessions attended indicated two significant trends:  i) 
participants that demonstrated increased capacities for use of potential space did not sustain 
involvement in the provided treatments, and ii) individuals with impaired use of potential space 
better maintained participation.  The first implicat on suggested some mismatch between 
individuals displaying integrated access to potential space and the two psychotherapies provided 
in this randomized controlled trial:  Relapse Prevention Therapy (RPT) and Concurrent 
Treatment of PTSD and Substance Dependence (CTPSD).  For both manualized interventions, 
the initial 3-4 sessions offered similar focus on developing relapse prevention skills.  These 
frameworks did not incorporate exploratory, expressive, or meaning-making exercises nor did 
they initiate re-processing techniques, which only begin after one month of treatment in CTPSD.  
The structured and guided nature of these treatments may not have promoted individuals to 
utilize capacities for play and creativity associated with potential space.  Interventions that 
inhibit imaginative thinking as well as patient autonomy have been theorized as interfering with 
therapeutic progress for some individuals (Pizer, 1996; LeVine, 1984).  Such a dynamic may 
have been at play for individuals with relatively healthy access to potential space.  Furthermore, 
restricted activation of creative processes associated with potential space may have diminished 
motivation to engage the clinician, subsequently inhibiting intersubjective exchanges that would 
have further tasked and employed an individual’s potential space.  Lacking opportunities to 
apply this area of developmental achievement may have not have provided the appropriate 




 Albeit a counterintuitive finding, individuals that demonstrated increased fragmentation 
of potential space better maintained involvement, suggesting a more appropriate alignment 
between client and treatment.  High scatter on the RFS is consistent with an individual that 
struggles to integrate experiences of reality and fntasy, leaving events to be experienced as 
more concrete and literal.  Such a cognitive style appeared to have been better aligned or more 
motivated to continue engaging with RPT and CTPSD as constructed in this study.  Outside of 
their shared initial focus on skills building, both psychotherapies followed a schedule with 
specific weekly assignments and tasks.  The structured and practice-based framework seemed to 
have promoted engagement of individuals with this type of dissociative process.  Matching 
between patient and therapist based on individual factors that influence the therapeutic alliance 
as well as interactions between coping-style and focus of intervention (symptom change versus 
insight-oriented) have illustrated ways in which to guide treatment customization and to promote 
both therapeutic involvement and change (Beutler, Fo rester, Gallagher-Thompson, Thompson, 
& Tomlins, 2012).  Experiencing the clinician as a te cher and leader who would provide formal 
skills and psychoeducation may have resonated with participants experiencing infringements 
upon potential space, which have been hypothesized as interfering with novel symbolization 
(Ogden, 1985).  A diminished capacity for play and exploration by the patient may present an 
opportunity for the therapist to take on a more proactive role in providing new ideas and 
approaches.  Subsequently, more structured psychotherapies that provide activities and exercises, 
like RPT and CTPSD, may be better aligned for the individual that struggles with meaning-
making and relationality as they pertain to impairments in potential space.   
Altogether, the unexpected finding regarding dissociation of potential space further 




domains might help to better identify for whom a specific intervention is indicated.  As part of 
such a multi-method approach, this study has identifi d value of the Rorschach as well as 
psychoanalytic conceptualizations of psychopathology in performing treatment customization.  
Moreover, this result suggested the need for psychotherapeutic interventions to be matched 
beyond common factors such as presenting symptoms and di gnoses, taking into consideration 
features more specific to the individual.  As such, further understanding into how a person’s 
capacity to integrate meaning, play, and mutuality wi hin psychotherapeutic interventions is 
indicated in order to better establish and maintain treatment participation and efficiency. 
 Furthermore, this finding indicated that dissociation of potential space was not 
categorically a red flag for treatment.  Rather, it alone predicted increased involvement.  As a 
result, examination of supposed psychopathology might need to be better maintain a view on 
symptoms as adaptations that involve a complex and multidimensional system of deficits and 
resources.  Based on this project, restricted use of potential space may be harnessed in order to 
sustain participation given assignment to certain psychotherapies.  Given that this is the first 
study into relationships between the RFS and therapeutic engagement, caution exists in 
generalizing this finding, particularly to other psychotherapies.  Additionally, it bears noting that 
therapy participation is likely not the best response variable for therapeutic effectiveness.  Future 
research is needed to examine how potential space influ nces participation within other treatment 
modalities.   
Still, in further considering the relationships betw en pretreatment breakdowns in 
potential space on response-to-treatment variables, th  RFS-S was not predictive of changes in 
posttraumatic symptoms or substance use behaviors.  The lack of demonstrated relationships 




and SUD intimated that this area of experience was not related to how an individual responded 
within this sample.  In addition, the absence of signif cant associations between the RFS-S and 
these response-to-treatment variables suggested that such changes in behaviors were not 
primarily determined by how one is able to apply potential space.  As a result, decisions related 
to decreasing substance use as well as the reduction in posttraumatic experiences following a 
time-limited intervention appeared to fall outside this area of psychic functioning.   
 Another perspective on these unexpected results exists in relation to how individuals 
engage short-term treatment for comorbid substance buse and posttraumatic stress.  Research 
has suggested that individuals receiving brief interventions have a propensity to stay in treatment 
only long enough to extract the optimal benefit possible (Barkham et al., 1996).  For individuals 
with healthy access to potential space despite diagnosed difficulties with substance dependence 
and PTSD, the provided treatments may not have offered a therapeutic setting in which this 
specific constellation of psychological functioning could enact reward further than that received 
in a limited number of sessions.  Additional evidenc  has demonstrated that individuals with 
more impaired pretreatment functioning tend to be more compliant in their treatment attendance 
(Najavits, Weiss, Shaw, & Muenz, 1998; Hien et al., 2012).  Such associations have been 
considered as evidence of greater need for treatment.  Elevations in dissociation of potential 
space may have conformed to this trend.  However, this argument is tenuous considering that 
potential space is a developmental process starting in infancy, and it is not likely that 
impairments in this specific arena of experience have suddenly prompted entry into treatment.  
Nevertheless, utilization of potential space appeared to provide a proxy through which to help 





Impact of Dissociation on Changes in Primary Substance Use  
 Findings from regression analyses identified relationships between certain pretreatment 
levels of dissociation and substance use response-t-tr atment.  Specifically, two different scales 
of the MDI (Emotional Constriction and Identity Dissociation) demonstrated opposing predictive 
relationships with changes in posttreatment substance use.  Some caution is required in 
interpreting these results, as it is not wholly clear whether the symptoms reported by the 
participants reflected substance-induced distortions or psychologically-driven processes of 
dissociation.  As previously discussed, such limitations are inherent in self-reports.  Still, the 
presence of findings between certain documented behaviors and patterns and treatment response 
suggested the relevance of these experiences when they are consciously reported by clients prior 
to intervention.     
Regarding the MDI – Emotional Constriction subscale, higher levels were associated 
with greater reductions in posttreatment substance use relative to baseline.  This finding (Table 
7) suggested that individuals with elevated experiences of emotional constriction had improved 
responsiveness to the research treatments of RPT and CTPSD.  Restrictions in emotion reflect an 
avoidance of certain affective states and this pattern is a specific symptom within the DSM-IV 
Cluster C criteria of PTSD, which reflects an embedded link between certain dissociative 
processes and ongoing posttraumatic stress.  A contrasti g perspective has proposed that 
emotional constriction, especially affective numbing, is primarily a psychobiological aspect of 
PTSD as opposed to a dissociative process (Feeny, Zoellner, Fitzgibbons, & Foa, 2000).  While 
not resolving the phenomenological question of emotional constriction, which may involve 




unique contributions of this process and, thus, further suggested its relevance as a specific 
psychological event. 
Substance use has been identified as an agent that can help facilitate and perpetuate 
restrictions in affect (Hussey & Singer, 1993; Burton, 2005; Langeland et al. 2002).  The finding 
that acute presentations of emotional numbing had greater predicted reductions in substance use 
suggested that these participants were more disposed t  r duce their reliance on ongoing 
substance use, implying a readiness for treatment and, likewise, a more tenuous attachment to 
ongoing substance use.  These individuals may not have been as reliant on a drug in order to 
manage their emotional responses.  Additionally, it is possible that having learned to avoid 
emotions may have been a resource in learning how to avoid substances.  Such a scenario is 
interesting given the complicated dynamic within integrated treatments for PTSD and SUD that 
are aimed at both reducing avoidance of internal state  but want to encourage increased evasion 
of certain behaviors, thoughts, and people that promote substance use.  Altogether, emotional 
avoidance was not purely a psychopathological process that interfered with changes in substance 
use.  Similar to results concerning the RFS-S and therapy participation, this finding challenged 
the notion that dissociative processes are a negative influence upon treatment. 
Bucci (2007) discusses the multiplicity of dissociation as a source of vulnerability as well 
as a strength wherein the capacity to shift between s lf-states supports absorption into work.  
Dissociative processes represent adaptations that enable an individual to narrow modes of 
psychological functioning, which in certain situations might function as a resource, like a 
scientist hyper-focused on his labs for several hours.  An ability (or talent) to minimize the 
experience of affect might be an asset in coping with increases in psychological distress that 




traumatic re-processing (Somer & Avni, 2003; Ebner-Priemer et al., 2009; Foa & Kozak, 1986).  
Additionally, the positive influence of emotional constriction upon changes in substance use 
suggested that the organization and structure provided by a dissociative process might be 
employed in specific contexts.  Such a view is consistent with a strength-based approach towards 
therapeutic change that involves helping the individual to better apply his skills in order to 
address areas of weakness. 
 However, other forms of dissociation appeared to restrict gains made within 
psychological intervention.  Individuals with high levels of Identity Dissociation on the MDI 
demonstrated an association opposite to Emotional Constriction, wherein higher levels of 
pretreatment dissociation predicted poorer substance use outcomes for both the ITT and 
Treatment samples (Table 9 and Table 10, respectively).  Disruptions in one’s sense of a 
coherent and integrated personality functioned as an impediment to change.  In the presence of 
this dissociative process, an individual with a fragmented sense of self appeared to possess a 
more entrenched attachment with substance use, potentially related to the repetition and 
stabilization of self-states as a result of the desired drug effect.  Such an interpretation would 
represent a more severe need to self-medicate internal cohesion through continued use 
(Khantzian & Albanese, 2008).   
Furthermore, the reduced responsiveness to treatment for high identity dissociators 
intimated that substance use was not adequately addressed by the treatments provided in this 
research.  This subgroup of traumatized individuals may have increased difficulties learning 
relapse skills and internalizing change into a disintegrated system of agency, behavior, and 
affect, especially through a time-limited and structured type of treatment relationship.  As a 




achieve desired gains.  For patients with severe fragmentation in identity, Howell (2011) has 
argued for the value of phase-oriented psychotherapy that facilitates flexibility, integration, and 
traumatic-reprocessing within the treatment relationship. 
 When reviewing literature concerning the association between pretreatment dissociation 
and therapeutic response, findings have varied depending upon the study.  Some have 
demonstrated dissociation as a negative predictor (Michelson et al., 1998; Rufer et al., 2006; 
Spitzer et al., 2007; Ebner-Priemer et al., 2009; Lynch et al., 2008) while others have not 
indicated an impact on treatment response (Hagenaars et l., 2010; Speckens et al., 2006).  The 
Resick et al. (2012) study utilized MDI scales to examine the predictive relationship of 
pretreatment dissociation on reductions in posttraumatic stress.  While utilizing different 
interventions that combined emotional and cognitive re-processing as well as working with 
individuals with only PTSD, their study found no relationship between pretreatment MDI 
variables and treatment effect.  This dissertation presented a differing set of findings wherein 
certain types of dissociative processes impacted treatment response in distinct ways.  For 
individuals with comorbid PTSD and SUD, dissociation could be an asset (Emotional 
Constriction) or a barrier (Identity Dissociation) to reductions in substance use.  Such a contrast 
provided further rationale for the refined measurement of multiple dissociative processes as 
opposed to a single, global measurement of individual issociation.  Without the differentiation 
of dissociation into specific parts, the finding that certain processes support change while others 
impede it would not have been possible.  Moreover, through careful assessment and research into 
different forms of dissociation, the ability to customize psychological intervention can become 




impacts of different dissociative events as well as their potential influence within other patient 
samples and interventions.   
Interaction Between Emotional Constriction and Treatment Type 
 RPT demonstrated a trend towards statistically significant (p ≤ .10) improved 
performance in reducing substance use when compared to CTSPD (Table 16).  Such a finding 
reflected the likely value in providing actionable skills and formal practice in order to diminish 
drug use.  Beyond this, an interaction effect was identified between emotional constriction as 
measured by the MDI, treatment type, and primary substance use response (Table 16 and Figure 
1).  Individuals with low restrictions in affect assigned to RPT had better reduction in substance 
use relative to those with high levels of this dissociative process in RPT.  Conversely, 
participants endorsing high affective dissociation who received CTPSD performed better than 
similarly assigned peers with low levels of emotional avoidance.  This interaction demonstrated 
disparate amplification and muting effects for specific matches of individual and treatment.  
As stated above, emotional numbing is both a specific form of dissociation as well as a 
particular type of posttraumatic symptom.  The theory of fear habituation underlying exposure 
technique suggests the need to challenge the avoidance of certain affects that sustain 
posttraumatic impairments on functioning (Foa & Kozak, 1986).  Repeated activation of a 
pathological fear network associated with the traumtic event functions to make the fear 
structure less threatening and anxiety-provoking, resulting in extinction over time.  The finding 
that the inclusion of exposure provided increased relative efficacy in substance use change for 
individuals high on emotional constriction suggested another process occurring as a result of 
habituation:  the reduction in the need for a chemical agent.  As treatment intervened to reduce 




substance to achieve a specific emotion regulation was demonstrated as a treatment effect.  
When factoring in the theory of chemical dissociation (Briere & Runtz, 1987; Roesler & Dafler, 
1993; Somer et al., 2010), restrictions in affect can be supported and maintained through ongoing 
use, which over time fosters both physiological andpsychological reliance upon the drug.  
Within this paradigm, the substance and emotional constriction function reciprocally.  But 
through a combination of cognitive skills and traumatic re-processing, this study demonstrated 
an efficacious pathway through which this maladaptive attachment could be weakened.  As a 
result, individuals with comorbid SUD and PTSD in conjunction with high emotional 
constriction represented an affectively avoidant subgroup that had increasing gains when 
receiving an integrated treatment. 
Conversely, individuals with low dissociation of afect experienced a contingent lift in 
treatment response when assigned to RPT.  Individuals with this constellation of functioning 
performed better within an approach that concentrated on cognitive-behavioral relapse-
prevention skills.  Such structured focus on behaviors and choices may have allowed them to 
make increasing alterations in their actions, as opposed to focusing on emotional experience.  
Likewise, re-processing of traumatic past events dampened relative treatment response.  This 
subgroup of participants may not have required re-processing of traumatic experience in order to 
initiate reductions in substance use.  In fact, participants with low affective constriction may 
have already identified their own means to affectively cope with the traumatic event.  Another 
attempt at re-processing through exposure techniques may have interfered with their presenting 
system of emotional and posttraumatic regulation.  Additionally, an integrated intervention may 
have been a distraction away from dedicated investmnt in making behavioral changes.  




appeared indicated for time-limited and cognitive-behavioral modalities.  Taken together, these 
interaction findings documented the potential for increased efficacy of care when proper 
matching of treatment can occur.  Factoring in different types of dissociation could help to 
customize care above and beyond the presenting diagnoses of comorbid PTSD and SUD.  As a 
result, both practice and research should aim to consider the importance of psychological 
processes in addition to DSM and ICD categories.   
Additionally, the presence of an interaction effect when factoring in specific dissociative 
processes is consistent with a previous study that identified differing treatment responsiveness 
based on treatment type and levels of dissociation, particularly depersonalization (Resick et al., 
2012).  Individuals with high depersonalization were found to experience increased improvement 
from an integrated treatment that included both cognitive skills and traumatic re-processing 
while those low on this form of dissociation evidenc d a better treatment response when assigned 
to a strictly cognitive approach to trauma intervention.  The relative efficacy of an integrated 
model in both the Resick et al. (2012) study and this dissertation implicated the value of 
treatments that combine approaches when faced with elevated dissociation of certain types.  For 
certain individuals, an integrated treatment may offer specific advantages by helping to support 
emotional habituation and by providing cognitive supports that the individual can then apply.  
Providing multiple interventions may better enable this class of patients to actualize changes and 
create a new equilibrium.  Overall, the findings of this research were predicated upon the refined 
measurement of distinct dissociative processes.  Such n anced assessment can be utilized to 
identify subgroups of individuals who then can be matched with fitting interventions.  As a 
result, treatment providers should strive to consider different forms of dissociation as part of 





 This section attempts to summarize how the study’s key clinical implications exist in 
harmony.  According to the results, dissociation appears to represent a multidimensional 
experience that requires careful assessment in order to provide appropriate and expedient 
treatment for individuals with comorbid PTSD and SUD.  This project directly challenged the 
idea that equates dissociation with impaired use of psychotherapy.  Furthermore, dissociation is 
not wholly a psychopathological process that restrict  therapeutic change but rather a complex 
set of underlying processes involving both intrapsychic and interpersonal domains of functioning 
with distinct contributions to treatment response.  Subsequently, perceiving dissociation at a 
global level is not sufficient to consider pretreatment functioning and clinical practice.  
Moreover, patients sharing DSM-IV diagnoses of PTSD and SUD are not a unitary population.  
In a similar vein, the analyses demonstrated that a “one-size-fits-all” approach has limited value 
for such comorbid conditions.  Different dissociative processes should be accounted for in order 
for to provide a patient with matched clinical care. 
In order to do so, this dissertation indicated thatmulti-method assessment can assist 
treatment efficacy.  The utilization of self-reports as well as projective methods enable 
measuring dissociation from multiple lenses.  Within this context, the Rorschach affords its own 
window into a patient’s level of integration between r ality and fantasy.  Through application of 
the RFS scoring system, the Rorschach can be applied as a functional clinical and scientific tool 
that provides unique contributions to assessment.  Fu ure research is needed to better understand 
its utility at measuring therapeutic change as wellas the role potential space plays in 




notion that the Rorschach has its place as an evidence -based tool that can provide data in both 
research and clinical settings.  
Limitations and Future Directions 
The discussion of limitations in this dissertation s organized into multiple parts that first 
discuss the limitations of effect size and power within the study.  Next, the importance of 
replication and the need to expand research of dissociative processes across longitudinal lines as 
well as with new patient samples and psychotherapies is considered.  
Effect Size Considerations 
  The sample size is likely this dissertation’s most significant limitation.  While the study 
revealed several significant findings that possessed m dium to large effect sizes, these results 
overcame some of the challenges in power presented by both the number of participants as well 
as the statistical degrees of freedom utilized by the multiple measurements within regression 
analyses.  This analytic approach was applied to ident fy the specific contributions that each 
assessment type and its underlying conceptualization of dissociation provided in predicting 
treatment response.  Larger samples may reveal further findings that occur with relatively 
smaller effect sizes.  Trends regarding possible relationships between MDI – Memory 
Disturbance and substance use response (Table 7) may demonstrate different levels of statistical 
significance in a larger research pool.  As such, future inquiry may help to examine additional 
associations and predictive relationships that exist between distinct forms of dissociation and 
treatment response. 
 Larger sample sizes may also provide further benefits in understanding the role of 
dissociation compared to other influences on treatmn , particularly in areas of trauma.  Given 




van den Brink, 2003), age of onset, chronicity, perpetrator, and the presence of emotional trauma 
may be important factors to consider when investigatin  the links between dissociation, trauma, 
substance use, and treatment response.  Examination of these variables was not possible within 
this study due to its limited sample.  Additionally, other psychological processes related to the 
therapeutic alliance and the capacity for meaning-making may help to provide insight into the 
finding that higher levels of potential space dissociation were associated with improved retention 
in treatment.  Assessment of experiences such as perceiv d support, consistency, safety, and 
containment may help to better understand how an individual with fragmented integration of 
reality-fantasy and self-and-other is responsive to certain types of treatment.  
Beyond Pretreatment Dissociation 
This project indicated the presence of distinct dissociative processes prior to intervention 
as well as specific contributions to predicting trea ment response.  However, this study only 
analyzed the role of pretreatment levels of dissociation.  Further research is needed to examine 
how the various forms of dissociation change through intervention and what impact such 
modifications have within clinical interventions.  Future work can help to better understand what 
psychotherapies are best aligned with certain constellations of presenting symptoms and 
intrapsychic processes.  Furthermore, projects that ex mine pre- versus posttreatment levels of 
dissociation will provide another lens into therapeutic change that may bear relationships with 
alterations in posttraumatic stress and substance use.  Possible associations of change between 
self-reports and the Rorschach may help to reflect how these measurements tap overlapping 
processes, particularly within the paradigm of detachment and compartmentalization.  Another 
specific area of interest involves affective dissociation given its influence on primary substance 




process also changes in accordance with reductions in drug use will help to further illuminate the 
role of chemical dissociation as a link between traum , substance use, and emotional avoidance.   
Additionally, given the demonstrated utility of a multi-method approach for examining 
dissociative processes, future research should consider alternative assessments, including 
physiological measurements.  Tracking possible dissoc ation within session may help to better 
understand response-to-treatment as well as therapy participation patterns.  Moreover, repeated 
and multiple measurements offer a research approach th t will refine understanding of 
dissociative processes as well as support continued discovery into the role of dissociation before, 
during, and after intervention. 
The Role of Therapy 
 The interaction effect demonstrated within this disertation indicated the importance of 
continuing the essential line of inquiry into therapeutic change and customized treatment 
planning.  Following the finding that levels of emotional constriction have contingent impacts on 
responsiveness depending upon the assigned treatment for comorbid PTSD and SUD, research 
should inquire into its impact upon other treatment modalities for these conditions, including 
group therapy and psychodynamic approaches.  Additionally, examination into possible 
relationships between the RFS-S and other therapeutic interventions will help to shed light on 
this study’s finding about improved treatment retention given elevations in dissociation of 
potential space.  Whether this result can be replicated or contrasted can provide additional 
feedback into how potential space influences therapy engagement as well as the relevance of the 
RFS as a clinical tool.  Furthermore, building on the importance of assessing dissociative 
processes longitudinally over the course of treatmen , the impact of different interventions upon 




posttreatment decreases in dissociation were not tied to specific treatments of PTSD alone, 
questions remain about whether this relationship is demonstrated within integrated treatments of 
PTSD and SUD.  While dissociation has been shown to have significant value as a clinical 
indicator of change and treatment appropriateness, further investigation is necessary in order to 
distinguish how different types of dissociative processes are best ameliorated.  As the field 
continues to recognize and disentangle dissociation int  its respective parts, nuanced assessment 
of psychological processes above and beyond diagnostic symptoms will help to ensure that the 
community is more accurately understanding who our patients are and what treatments they 
deserve. 
Conclusion 
  As a contribution to both research and clinical pr ctice, the current project provided new 
evidence that dissociation is a multivariate phenomena that necessitates multiple methods of 
assessment.  Correspondingly, the study portrayed the utility of a scientific, evidenced-based 
Rorschach scoring symptom for identifying presenting levels of psychological functioning.  
Additionally, findings indicated that certain types of dissociative processes represented clinical 
markers for readiness to change and participate in tr atment.  And potentially most importantly, 
this project functioned to further the great promise in learning how to customize treatment based 
on nuanced measurement of psychological processes in add tion to appropriate diagnostic 
classifications.  That specific alignments of dissociation and treatment type have conditional 
effects on therapeutic action provided concrete evidence that one size cannot fit all.  Helping to 
better match individuals with their treatments given both current capacities and deficits will help 
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